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DAVIS INFIRMARY. For Diseases of Women and Surgical Cas+s The building is well 

’ and Hospital Training School for Nurses constructed for surgical 
work, and especially for abdominal cases. The annex and other improvements recently made, to- 
gether with the well known facilities previously in use, provide increased facilities and complete 


equipment. 
Staff ef Consultants and Assistants —Neurolegist, Internist, Opthailme'ezist, Cyst secopist, Radiologist, Pathologist 


Competent 
Free Ambulance Service. J. D. S. DAVIS, M.D., Birmingham, Alabama. 
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BEECHHURST SANITARIUM 


LOUISVILLE, KENTUCKY 


A thoroughly modern 
and well equipped 
psychopathic hospital 
for the treatment of 
nervous and mental 
diseases, drug addic- 
tions and alcoholism. 
Ample buildings. De- 
tached apartments for 
special cases. 
Twenty-five acres of 
wooded lawn. High 
and retired. 


H. H. YEAMAN, 


Superintendent. 
(Late Supt. Central Ky.Asylum) 


H. B, SCOTT, A.M.M.D., 


Asst. Physician. 


Long Distance Phones: 


Cumberland, E, 257a 
Home, 3555 


St. Luke’s Hospital 


Dr. Stuart McGuire’s Private Sanatorium 
RICHMOND, VA. 


Owned and personally conducted by 
Dr. Stuart McGuire for the exclusive 
use of his private patients. 


Building erected for the purpose to 
which it is devoted, and combines the 
comforts of a home with the conven- 
iences of a modern hospital. 


Located in residential section, con- 
venient to all part of the city by mean. 
of the street car service. 


Capacity for sixty patients. Single 
and double bedr , with or without 
bath. No wards. 


Designed for surgical and gynecolog- 
ical cases. No contagious diseases, in- 
sane or colored patients received. 


Cost of board and nursing and other 
information May be obtained by ad- 
dressing the Secretary. 
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Medical Department of Vanderbilt University 


Session opens September 16, 1909, and closes May 2, 1910. The course consists of four 
years of seven and one-half months each, and the requirements for admission is a diploma from 
a recognized high school, or its equivalent. During the first two years the student is taught the 
fundamental branches by lectures and recitations and many hours spent in the various labora- 
tories. In the junior and senior years the practical work is taken up, and much time is devoted 
to bedside instruction. Vanderbilt owns and maintains its own hospital, in the wards of which 
the students are given a thorough course in bedside instruction. Vanderbilt is a member of the 
Association of American Medical Colleges, and this Association is recognized by all State Examin- 


ing and Licensing Boards. 
FACULTY 


J. H. KIRKLAND, Chancellor. 

W. L. DUDLEY, M.D., Dean, Professor of Chemis- 
try. 

G. C. SAVAGE, M.D., Professor of Ophthalmology 
(Defects of the Eye). 

DUNCAN EVE, M.D., Professor of Surgery. 

J. A. WITHERSPOON, M.D., Professor of the 
Practice of Medicine. 

GEORGE H. PRICE, M.D., Professor of Diseases 
ot the Eye, Ear, Throat and Nese. 

W. H. WITT, M.D., Professor of Materia Medica 
and Therapeutics. 

J. T. ALTMAN, M.D., Professor of Obstetrics. 

RICHARD A. BARR, M.D., Prof of Abdomi 
nal Surgery. 

LUCIUS E. BURCH, M.D., Professor of Gyne- 
cology. 

S. S. BRIGGS, M.D., Professor of Anatomy. 

WM. LITTERER, M.D., Professor of Histology, 
Patholegy and Bacteriology. 


R. L. JONES, M.D., Professor of Physiology. 


OWEN H. WILSON, M.D., Clinical Professor of 
Diseases of Children. 


G. P. EDWARDS, M.D., Clinical Professor of 
Neurology, Dermatology and Electro-Therapy. 


CHARLES 8S. BRIGGS, M.D., Clinical Professor of 
Genito-Urinary Surgery. 


J. W. HANDLY, M.D., 
Venereal Diseases. 


W. A. BRYAN, M.D., Professor of the Principles 
of Surgery. 


OLIN WEST, M.D., Adjunct Professor of Chemis- 
try. 

W. C. DIXON, M.D., Adjunct Professor of Medi- 
cine. 


A. N. HOLLABAUGH, M.D., Adjunct Professor of 
Anatomy. 


Clinical Professor of 


At a recent meeting of the Faculty of the Medical Department of Vanderbilt University, the fol- 
lowing gentlemen were elected to professorships in the medical school: 


E. G. WOOD, M.D., Prof of Medici and Ww. G. EWING, M.D., Professor of Medical Juris- 
Clinical Medicine. prudence and Toxicology. 


J. M. KING, M.D., Professor of Dermatology. 
ae tac M.D., Professor of Clinical | 1’.nkIN SMITH, M.D., Professor of Hygiene and 


Preventive Medicine, and Asseciate Professor 
S. S. CROCKETT, M.D., Professor of Obstetrics. 


of Pathology. 
For Further Information, Address L. E. BURCH, M.D., Secretary, 120 Eighth Avenue, North, Nashville, Tennessee 
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Atlanta College of Physicians and Surgeons 


ATLANTA, GEORGIA. 
(Consolidation in 1898 of the Atlanta Medical and the Southern Medical Colleges.) 


FACULTY 
A. W. Calhoun, M.D., LL.D., President. A. L. Fowler, M.D. 
J. S. Todd, M.D., Emeritus. T. C. Davison, M.D. 
Wm. Perrin Nicholson, M.D. Dunbar Roy, A.B., M.D. 
Wm. Simpson Elkin, A.B., M.D., Dean. John G. Earnest, M.D. 
W. F. Westmoreland, M.D. 
Floyd W. McRae, M.D. Michael Hoke, M.D. 
A Clarence Johnson, M.D. Chas, E. Boynton, A.B., M.D. 
F. Harris, M.D. John C. Olmsted, M.D. 
Wn S. Goldsmith, M.D. Cyrus W. Strickler, M.D. 
Jas. B. Baird, M.D. Barnett, A.B., M.D. 
E. Bates Block, M.D. F. Phinizy Calhoun, A.B.,. ALD. 
Marion McH. Hull, M.D. G. C. Mizell, M.D. 


The fifty-fifth annual session of the Atlanta (ollege of Physicians and Surgeons begins Wed- 
nesday, September 22d, 1909. 

With a group of five college buildings, arranged upon the modern university plan, and a 
corps of fifty-three professors and instructors, this institution stands second to no medical 
school in the country. The laboratory facilities are unsurpassed. 

The main college building contains the Chemical, Physiological and Materia Medica Labora- 
tories, and the Carnegie Pathological Institute contains three large laboratories, each equipped 
with an ample number of microscopes and all necessary apparatus and appliances for teaching 
Histology, Bacteriology and Pathology. A separate and distinct building is used for practical 
anatomy. 

A four-years’ graded course of seven months each is required, the last year of which is de- 
voted largely to clinical and practical work. Our students have access to the Grady Hospital, 
across the street from the college, and all the principal infirmaries and hospitals in the city. 
large out-door clinic, where more than 25,000 patients are treated a year, affords other valuable 
clinical instruction. 

The buildings are new and commodious, and one attractive feature in the new building is the 
gymnasium with shower kLaths. Here the student is taught the use and application of exercises 
for various diseases. For catalogue or other in?ormation, address 

WM. SIMPSON ELKIN, M.D., Dean, 
Atlanta College of Physicians and Surgeons, Atlanta, Ga. 


ENLEW BUILDING 


datkson, Miss. Is never dignified and attractive unless he has the right kind of 
printer do the work, Printed work, as we design and execute 
it, is neat and handsome, while our genuine steel die embossing, 
at a little higher price, simply cannot be surpassed. We will be 
glad to send you samples and quote prices. Write us. 


E. C. FELLOWS 


mec Brandon Printing Co. 


BATON ROUGE, LA. 


NASHVILLE, TENN. 


SOUTHERN MEDICAL JOURNAL, 


You may enter my subscription for the Southern Medical Journal, to begin 


Nashville, Tenn. 


$2.c0 within 60 days from date. 
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SAUNDERS 


Gant’s Constipation and Obstruction 


JUST ISSUED 


“Were the profession better posted on the contents of this book there 
would be less suffering from the ill effects of constipation. We con- 
gratulate the author on this most complete book.”—The Proctologist. 


Octavo of 559 pages, with 250 original illustrations. By SAmvEL G Gant, M.D., LL.D., 
Professor of Diseases of the Rectum and Anus in the New York Post-Graduate Med- 
ical School and Hospital. Cloth, $6.00 net; Half Morocco, $7.50 net. 


Bier’s Hyperemic Treatment NEW 134) EDITION 


By WILLY MEYER, M.D., and Prof. VICTOR SCHMIEDEN 


“This excellent volume is designed to give the general practitioner a 
thorough understanding as to the scope of this new therapeutic agent 
and the method of its application. Written by Dr. Willy Meyer, who 
has long been identified with this method of treatment in this country, 
and Prof. Victor Schmieden, who is an assistant to Bier, it cannot fail 
to attract the attention which this authoritative authorship justifies.” — 
Surgery, Gynecology and Obstetrics. 


Octavo of 280 pages, illustrated. By Writuyvy MFryeER. M.D., Professor of Surgery, New 
York Post-Graduate Medical School and Hospital; and Prof. Victor Schmieden, As- 
sistant to Professor Bier, University of Berlin, Germany. Cloth, $3.00 net. 


Bickham’s Operative Suréery RECENTLY ISSUED 
“As a result of a careful examination I have no hesitation in pronounc- 
ing it the most thorough, systematic, and best illustrated single-volume 
text-book of its class that has been written.”—Rudolph Matas, M.D., 
Professor of Surgery in the Tulane University of Louisiana. 


Octavo of 1205 pages, with 854 original illustrations. By WARREN STONE BICKHAM, 


M.D., Phar. M., Junior Surgeon to Touro Hospital, New Orleans. 
Cloth, $6.50 net; Half Morocco, $8.00 net. 


Goepp’s State Board QuestionSana Answers 


“It is not to be questioned that a person who had carefully reviewed the 
questions and answers in this volume would have attained an admirable 
general survey of medical theory and practice. The questions are ar- 
ranged under subjects and are printed in large type.”—Boston Medical 


and Surgical Journal. 


By R. MAx GoeEpp, M.D., Professor of Clinical Medicine at the 


Octavo of 684 pages. 
Cloth, $4.00 net; Half Morocco, $5.50 net. 


Philadelphia Polyclinic. 


Send at once for a copy of our illustrated catalogue, de luxe edition 


W. B. SAUNDERS COMPANY 925 Walnut Street, Philadelphia 


London: 9 Henrietta St., Covent Garden Australian Agency: 430 Bourke St., Melbourne 


v 
@@ 


wi 


ADVERTISEMENTS—SOUTHERN MEDICAL JOURNAL. 


DR. WILLIAM KRAUSS’ Louisville Research Laboratory 
Medical Laboratory 


“ar 
MEMPHIS, 
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VICKSBURG, MISS. | 
| Commercial Chemical Analyses for Manufacturers, Ete. 


TENN. 


Write for fee bill and information | 


| 
SKIAGRAPHS 


DR. GEO. M. NILES 


Diseases of the Stomach and 
Intestines, 


Candler Bidz. 


ATLANTA, GA. 


Of Chemistry, Bacteriology, Patholcgy, Etc. 
(INCORPORATED) 
ELLIS 8S. ALLEN, A.B., M.D., Pathologist. 
JNO. L. KENDALL, B.S., Ph.G., M.D., Chemist, 
BENRARD J. O’CONNOR, A.M., M.D., Pathologist. 
EDWIN T. BRUCE, B.S., M.D., Radiographer. 


Clinical Examination of all Kinds for Physicians. 


Photographic, Microphotographic, Lantern Slide and X-Ray Work for 
Physicians. 

Post-Graduate and Preliminary Courses in Above. 

For Mailing Cases, Instructions, Report Blanks, Fee Tables, Etc., write 


B. J. O’Connor, Secreetary, 701-703 Atherton Building, Louisville, Ky. 


WANTED 


Assistantship to busy practi- 
tioner by young graduate; single, 
two years’ experience, proper 
reference, 


S. L. STEPHENSON, M.D. 


MARKS MISS. 


We have opened this page 
(to be addeed to as needed) 
for thee accommodation of 


small advertisements, espe- 
cially from physicians, for 
“Locations,” “For Sale,” 
“Positions,” ete., and even 
display adlets. 


NEW ORLEANS 
Tke 
Grunewald 


Largest, 
Newest, 
Best 


HOTEL 
in the South 


Cost over 
$2 ,000,000.00 


400 Rooms 
European 
Plan 


RATES 
$1.00 and 
Upwards 


‘WITH BATH 
$2.50 and 
Upwards 


HOTEL CUMBERLAND 


NEW YORK 


S. W. Corner Broadway 
At 54 Street 
Near 50th St. Subway 
at 53 St. Elevated. 


Headquarters for Physicians 

Ideal Location. 

Near Theatres, Shops and Central 
Park. 

Convenient to Leading Hospitals, 
Medical Schools and Clinics. 

New, Modern and Absolutely 

Fireproof 
Most Attractive Hotel in New York. 


Transicnt Rates $2.50 with Bath 
and up. 

Ten M nutes Walk to 20 Theatres aes 
Send for Booklet a 
HARRY P. STIMSON 

Formerly with Hotel Imperial 
R. J. BINGHAM 
Formerly with Hotel Woodward 
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vii 


An Absolutely Nonirritating Local Anesthetic 
SIX TIMES LESS TOXIC THAN COCAIN 


Increases the Action of Suprarenin 
and Other Suprarenal Preparations 


NOVOCAIN 


Neutral, Freely Soluble in Water 
FOR USE IN 


Not Decomposed by Boiling 


General Surgery Opthalmology 
Lumbar Anesthesia Otology 
Genito-Urinary Surgery Gynecology 
and Dermatology Dentistry 


Literature and Samples on Application to Sole Agents and Licensees 


VICTOR KOECHL & CO. NEW YORK 


When in Detroit 


HOTEL TULLER 


New and Absolutely Fireproof 
Corner Adams Avenue and Park Street 
In the Center of the Theatre, Shopping and Business District 


A LA CARTE CAFE 
NEWEST AND FINEST GRILL ROOM IN THE CITY 


Club Breakfast 
Table de Hote Dinners ...............-. 


Music from 6 P.M. to 12 P.M. 
EVERY ROOM HAS PRIVATE BATH 
European Plan. Rates: $1.50 per Day and up. 


L. W. TULLER, Proprietor M. A. SHAW, Manager 


Sample copies of the JOURNAL will 
be sent to your friends 
on request! 
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NOTICE. 


TO THE MEDICAL PROFESSION: 


On this page we wish to send another message to the 
profession of the South. It is the one great desire and 
object of this journal to render to the profession of the 
South as much valuable service as it possibly can. The way 
to accomplish this is through original articles, reports 

of cases and abstracts. 


i We wish to emphasize the fact with reference to orig- 
inal articles that the Journal will spare no means on its 
part in order to present in the very best condition to the 
profession any article it may publish. It will cheerfully 
prepare plates of illustrations, and really, we urge 
writers to illustrate their articles by photographs or draw- 
ings. We believe that illustration clears up the subject 
matter and renders it of greater value. We urge our 
Southern writers to send their work to this Journal, and 
we will see that the printer's part and the distribution 


are properly done. 


Another valuable educational point is the report of 
selected cases. Some valuable and useful information may 

be given to the young and old practitioner by well prepared 
reports of selected cases. 


We, therefore, request the profession, especially 
those interested in improving the practice of medicine, to 
send the Journal original articles on subjects of their 

own choice and also reports of cases which contain an ele- 
ment of instruction. A wide support of this kind from the 
entire profession of the South will insure the continued 
publication of a journal which will, for that reason, be of 
the greatest help to every practitioner in this section of 


the country. 


Respectfully, 
SOUTHERN MEDICAL JOURNAL. 
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THE COZY CAB 
Read these opinions from Southern physicians: 


“T have used my Cozy Cab several months—in all kinds of weather, and I feel that I should 
give you my opinion of it. First, I shall never use any otner make; second, it is handsome and 
professional looking; third, it makes a doctor’s life worth living. In the words of the old hymn: 
‘It makes December as pleasant as May.’” DR. J. S. WINTERS, Bessemer, Ala. 


V. SIMMONS, M.D., Summitt, Miss., writes us March 10, 1909, as follows: “I have had the old 
buggy worked over and she looks fine. Most as good as new. I am partial to the Cozy Cab.” 
Dr. Simmons bought his buggy from us in August, 1906. 


DR. S. S. DAVIS, Booneboro, Md., writes us, March, 1909, as follows: 
Cozy Cab gotten from you August, 1906, and it fills the bill in every way.” 


GET OUR COZY CAB CATALOG 


It describes several styles of Cozy Cabs at prices from $100 up, and explains our 30-day free 
trial plan. This catalog is free. Use the coupon, please. 


“TIT am still using the 


Fouts & Hunter Co., 51 S. Third St., Terre Haute, Ind. 


This is the FOUTS & HUNTER COMPANY 
Cee 51 South Third Street, Terre Haute, indiana 


Without placing me under any obligation to buy, 
send me your Cozy Cab catalog, B. C. I may buy a 
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WOMAN'S BELT, FRONT VIEW 


Mail Orders filled within 24 hours 


on receipt of price. 


The “Storm” Binder 
Abdominal Supporter 


PATENTED 


Adapted to Use of Men, Women and Children 


No whalebones, no rubber elastic—washable as 
underwear. Suitable for non-operative and _ post- 
operative cases. Comfortable for sofa and bed wear 
and athletic exercise. The invention which took 
the prize offered by the Managers of the Woman’s 
Hospital of Philadelphia. A Supporter in harmony 
with modern surgery that supports with comfort. 
Of great value for visceroptosis. Illustrated folder 
and partial list of physicians using “Storm” Binder 
sent on request. 


KATHERINE L. STORM, M.D., 1612 Diamond St., Philadelphia 


The Globe Spells Practice 


Globe Electric Air Pump No. 19 


also, by the way, for your automobile. 


We make the prices right. Illustrated Catalog free. 
Equip now, for the season is here. 


GLOBE MANUFACTURING COMPANY 


DEPT S. 


GLOBE NEBULIZERS represent a complete 
system of rational treatment for Ear, om, 
Throat and Lungs. 
GLOBE COMPREST AIR cana are 
a part of this system, and s 

make Vapor Vibration pos- 
sible. 

GLOBE ELECTRIC AIR 
PUMPS are very 
acme of apparatus for sat- 
isfactory air supply—for 
any therapeutic purpose— 


BATTLE CREEK, MICH. — Nebullzer Ou — 
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Each issue of the Journal will be copyrighted. 

All manuscripts submitted to this Journal will be considered only on the condition that 
they will not appear in any other journal until after they have been published in this Jour- 
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This Cut 
Represents 


The 
Inhalatorium 
Cabinet 


The best method for 
treating 


Diseases of the Air 
Passages and the 
Lungs, and also 
Cutaneous 
Affections 


It is. the administering internally and locally of such drugs as you wish to use volatilized 
by steam. Moist, warm, volatilized medicine is most grateful to the patient, soothing and 
healing, and is applicable to a wide range of pathological conditions. In SKIN DISEASES it is 
practically a volatilized medicated bath. 

It will be sold only to reputable physicians, is strictly eithical, as much so as the use of any 
other medical apparatus. Endorsed and recom nended by leading medical journals. More than 
250 in use by leading physicians. 


For Terms, Descriptive Literature and Cuts and for Instructions, Address: 


THE INHALATORIUM CABINET COMPANY 
TERRE HAUTE, INDIANA 


WANTED—Responsible agents, physicians preferred, to sell our Inhalatorium Cabinets on commis- 
sion. Sales easily made, and we know of nothing that offers as quick returns with a splendid 
income to progressive physicians. 
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PROGRESSIVE PERNICIOUS ANEMIA WITH REPORT OF CASES 


J. A. WITHERSPOON, M.D., NASHVILLE, TENN, 


Since Addison’s classical description of this 
disease in 1855, all diseases of similar type 
of unknown origin have been classified as per- 
nicious anemia. Recent study has demon- 
strated the fact that many cases to which this 
classification has been applied are due to cer- 
tain causes of gastro-intestinal origin, which 
would seemingly take them out of this class. 
This is especially true in those cases where 
diarrhoea has been an associate symptom. 
While we do find cases occasionally in which 
no cause can be found, yet in this day when the 
etiology of so many diseases can be demon- 
strated because of the greatly improved facili- 
ties for research, the writer feels that the term 
idiopathic is an unfortunate one and should, in 
the light of present study, never be used in 
connection with any pathological change, and 
would respectfully suggest that where a dis- 
ease presenting all of the classical symptoms 
and blood findings characteristic of pernicious 
anemia that it should be so diagnosed; for a 
while this word was in common use and pos- 
sibly necessary at the time of Addison’s de- 
scription, but it would seem illogical and un- 
scientific at the present day; this is especially 
true in those cases in which the gastro-intes- 
tinal factors have proven capable of producing 
a disease practically the same; while it has 
long been known that the Bothriocephalus and 
Uncinaria will produce an anemia simulating 
this type, it has been proven beyond a doubt 
by Herter and others that there exists in the 


large intestines anaerobic bacteria which pro- 
duce a substance of marked hemolytic power, 
which penetrates the intestinal wall and enters 
the portal circulation, there creating marked 
destruction of the blood. This is especially 
true since Hunter’s investigations show that 
the hemolysis in this disease takes place large- 
ly in the portal circulation. It is also of his- 
torical value that in Beimer’s early writings in 
which the name progressive pernicious anemia 
appears for the first time, and whose classical 
description of the disease stands today with 
little improvement by modern writers, he 
stated that cases were almost invariably pre- 
ceded by chronic diarrhoeas, associated with 
follicular ulceration in the lower bowel, it 
would therefore seem wise to define this dis- 
ease as an increased hemolysis produced by 
factors which cannot be classified as a disease 
within themselves. 

It is a well known fact that many condi- 
tions simulating this disease are found follow- 
ing malignant growths, and therefore should 
be classified as secondary anemias, but where 
a substance is found in the intestinal mucosa 
without the presence of intestinal parasites 
capable of producing all of the symptoms and 
blood findings of true pernicious anemia, are 
we not justified in so diagnosing this disease? 
Let this be as it may, the object of this paper 
is to deal with a grave form of anemia with 
all of the symptoms and blood changes recog- 
nizable in the true type, having their origin 
from intestinal sources whether they be clas- 
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sified as such or not. The trend of opinion at 
the present time is that these conditions are of 
infectious origin and in the majority of the 
cases the infection is primarily located in the 
mucous membrane of the large intestines. 
Hunter defines the disease as a “definite, 
specific, hemolytic, infective disease.” More 
recently Tallquist has suggested that within 
the mucous membrane of the bowel there is a 
substance which has marked hemolytic power, 
capable of producing the destructive blood 
findings in pernicious anemia; his observa- 
tions are the same as those of Hollis, Tixier 
and others, all of whom have demonstrated 
that many grave anemias the exact prototype 
of essential pernicious anemia is a hemolysis 
of gastro-intestinal origin. Of the eleven 
cases coming under my observation there were 
gastro-intestinal symptoms in ten either pre- 
ceding or developing during the course of the 
disease; nine were males and two females, 
the youngest being 41 years old, the oldest 71. 
In all except one the symptoms developed very 
gradually and insidiously with general muscu- 
lar weakness, progressive loss of strength and 
shortness of breath on exertion with an insta- 
bility of the pulse which was quite charac- 
teristic, frequently slow and compressible, but 
always increasing from 20 to 40 beats on any 
excitement or exertion. In all cases except 
one, which was in a negro, the skin was pig- 
mented, varying from light lemon hue to a 
dark bronzed color, as will be noted in one 
case simulating Addison’s disease of the supe- 
rarenal capsules. Hemorrhages the 
bowel or under the skin occurred in six of 
the eleven cases. Multiple neuritis was 
present in three cases, in two of which wrist 
and foot drop characterized the latter stages; 
parasthesia was common in all and oedema 
of the ankles present in all. Haemic murmurs 
existed in the large proportion of the cases. 
In the case 71 years old, general anasarca was 
a late symptom; sore tongue and mouth 
existed in five of the eleven; the stomach con- 
tents showed true achylia in all except in one 
case, in which a trace of hydrochloric acid 
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was present throughout the attack. Albumi- 
nuria was not a marked symptom in but two 
cases; in the last three cases indican and skatol 
were found in abnormal quantities. It is but 
fair to state that in the cases seen prior to 
these three neither of the above were examined 
for, but since Emmerson, Lichty and others 
found both indican and skatol in large quanti- 
ties in the urine of patients suffering from 
this disease we have examined for them in 
each case and our observations concur with 
those found by others. In one case a chronic 
paranchymatous nephritis was present, the 
patient dying of uremia. This case I saw with 
Dr. Dake, of Nashville, Tenn. Her red cells 
were 870,000 and neucleated with marked 
poikilocytosis, the white blood corpuscles were 
4,000 and the hemaglobin 38 per cent. The 
urine was very scanty and loaded with albu- 
men and tube casts, both hyaline and granu- 
lar. The condition of the kidneys developed 
in the last months of the illness, but she had 
had a chronic diarrhoea for many years before. 
One year before her death she was severely 
grieved and shocked at the death of her sister 
and the symptoms of pernicious anemia rapid- 
ly developed, pursuing a rapidly downward 
course without response to any treatment. 
The youngest case was 41 and was important, 
and differed only in the fact that the pigmen- 
tation was so marked with bronzed areas as 
large as the hand over the abdomen and dark 
spots on the hands and face so suggestive of 
the pigmentation in superarenal capsule disease 
that a diagnosis of Addison’s disease had been 
The mucous membranes had no dis- 
coloration, but were pale and anemic, diarr- 
hoea was a marked factor and had existed 
for several years with blood in the stools 
more or less constant. 

The diagnosis was only made by an exam- 
ination of the blood showing a typical progres- 
sive pernicious anemia; unfortunately the fig- 
ures were lost so that I cannot give the exact 
report. The prostration was very marked and 
delerium existed the last month of the ill- 
ness. The only case where constipation was 
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present was a syphilitic in whom the nervous 
symptoms were suggestive of locomotor 
ataxia, finally developing multiple neuritis 
with deep melancholia and occasionally de- 
lirium before he died. One of the most an- 
noying and intractible symptoms in this case 
was a general pruritis which would come in- 
termittently, lasting for a week or so through- 
out the attack. He lost strength very slowly, 
and the muscular weakness was a late symp- 
tom, hydrochloric acid was present until the 
last month of the illness, while the red cells 
were neucleated the count was never below 
2,000,000. He constantly complained of dis- 
turbed digestion, and washing the stomach 
disclosed large quantities of mucus. 

The last case is one occurring in my service 
at the Nashville City Hospital and now under 
the care of my associate, Dr. W. C. Dixon, in 
the hospital connected with the Medical De- 
partment of Vanderbilt University. Being a 
negro man 45 years old; received the first 
week in April of this year. He had marked 
muscular weakness, shortness of breath auc 
instability of the pulse which varied on the 
slightest exertion, even faintness being pru- 
duced by the effect of turning in the bed; 
also oedema of the ankles. He came to tie 
hospital for diarrhoea and gastro-intestinal dis- 
turbances; the emaciation was moderate aud 
the stomach contents showed complete absence 
of hydrochloric acid with the presence of lactic 
acid; his mucous membranes were very pale 
and his exhaustion extreme. On April tc. 
1908, the red blood cells were 1,800,000, the 
white blood cells 3,000, hemaglobin 3u per 
cent. He was given ascending doses of ar- 
senic, taking twenty-nine minims three times 
a day without appreciable effect, with colonic 
irrigations of normal salt solution twice a 
day. On May 5, 1908, under this treatment 
his red blood cells were 2,000,000, white blood 
cells 5,000, hemaglobin 50 per cent. On May 
23, the r. b. c. were 1,110,000, w. b. ¢. 3,500, 
“hemaglobin 50 per cent. The neucleated red 


-cells were in great numbers, both norioblasts 
‘and megaloblasts, with marked poikilocytesis 


803 


being present. At this time 95 per cent of the 
bacteria in the stools were anaevobic and a 
24-hour specimen of the urine stowed a few 
hyaline and granular casts with trace of albu- 
men and no sugar; the ethereal sulphates 
were present in enormous quantities, as well 
as indicans, according to Jaffe’s test, were 
present in large quantities, as well as skatol. 
At this time, namely, May 23, 1908, the condi- 
tion of the patient was so grave and _ his 
dyspnoea, together with his inability to assimu- 
late food, so prostrating that the case was 
apparently hopeless. Not responding to any 
plan of treatment, and showing by all of the 
symptoms present as well as in the blood find- 
ings, stomach tests, as well as the tests of the 
urine as given above, all the evidences of 
progressive pernicious anemia, and after con- 
sidering that 95 per cent of the intestinal bac- 
teria were anaerobic in character and that de- 
spite colonic irrigation and large doses of 
arsenic, the condition was progressively worse, 
it was finally determined with the consent of 
the patient to do appendecostomy and try 
colonic irrigation by this means. The opera- 
tion was performed by my colleague, Dr. L. 
E. Burch, on May 23, 1908, and colonic irriga- 
tion given twice daily of 1500 c. c. or normal 
salt solution, which has beeen kept up every 
since. While the patient remained delirious 
for a week following the operation and either 
from the disease or large doses of arsenic he 
developed a multiple neuritis; this, together 
with the fact that he had to be strapped to 
the bed seemed an unfavorable outlook fol- 
lowing our operative procedure, yet the re- 
sponse was truly remarkable. The blood im- 
mediately improved and on June 2, less than 
ten days after the operation, the red blood 
count was 2,600,000; his hemaglobin 51 per 
cent. His convalesence has been slow, but 
encouraging; his appetite and digestion has 
improved so that his weakness and exhaustion 
gradually disappeared until at this writing he 
apparently is well without dyspnoea, and with 
tests made at frequent intervals, all showing 
continued improvement, until at the present 
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time, while he has been kept in the bed be- 
cause of the complete wrist and food drop 
following his multiple neuritis, yet on October 
10, 1908, the following condition was present: 
The stomach contents had shown complete ab- 
sence of hydrochloric acid, with every test 
made up until October 10, 1908, when hydro- 
chloric acid was found only in a trace; the 
quantitative analysis we were unable to make 
because of excessive motility of the stomach, 
which made it quite difficult to get any of the 
test meal, but sufficient was gotten to show 
that lactic acid was gone and _ hydrochloric 
had returned in small quantities. This I re- 
gard of great value, because of the fact that 
in my experience in all of the other cases 
hydrochloric acid never returned in the 
stomach contents. 

On October 7, 1908, the blood count showed 
red blood cells 3,600,00 and white blood cells 
7,000, hemaglobin 62 per cent, with no neu- 
cleated reds or poikilocytes. It is of interest 
to note that before the operation 95 per cent 
of the bacteria in the stools were anaerobic; 
ten days after the operation 40 per cent were 
anaerobic; thirty days after the operation 20 
per cent were anaerobic in character, while at 
the present time the stools have only anaerobic 
bacteria in normal quantities. No other causa- 
tive bacteria or parasite were found in any of 
the reported examinations of the stools. It is 
also worthy of note that notwithstanding the 
large amounts of ethereal sulphates, indican, 
and skatol found in the urine before the opera- 
tion, which is characteristic of pernicious 
anemia, that one month after the operation 
they were present only in normal quantities 
in the urine; this still being the condition. 

For these examinations of blood, stools, ur- 
ine and stomach contents and the great care 
taken in the work, I must express my thanks 
to my colleague, Dr. Wm. Litterer, whose ac- 
curate and scientific assistance has been in- 
valuable both before and after operation. 

This patient we have kept constantly under 
observation since last April; repeated exam- 
inations have been made by Dr. Litterer and 
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Dr. Dixon, and the colonic irrigations of nor- 
mal salt solution twice a day has been con- 
stantly given through the opening in the ap- 
pendix. He has had no other treatment and 
with his returning strength and health his 
blood has practically become normal. What I 
regard of great importance, hydrochloric acid 
has again appeared in the stomach; he has 
now no digestive disturbance or diarrhoea, 
and but for his wrist and foot drop is ap- 
parently well. While of course it is too soon 
to claim a cure, nor would it be justifiable to 
advise appendicostomy, because of tie pril- 
liant results shown in this case and where it 
is at all possible to use colonic irrigation 
thoroughly in the cases showing quantities of 
the anaerobic bacteria in the stools and the 
patient respons to this treatment, I would 
certainly not advise the operation, but when 
the last ray of hope is gone and dissolution 
eminent as in this case, or where the in- 
testinal symptoms warrant, the belief that the 
origin of the trouble was located in the colon, 
I feel that it is not too much to say that this 
procedure is not only justifiable, but as a 
dernier resort, promises more than any other 


‘treatment within my knowledge. 


It is possible that the profession is not yet 
ready to accept the etiological findings in this 
disease, still holding to the old idea that a 
demonstrated cause takes it out of the classifi- 
cation of the progressive pernicious anemia of 
Addison, yet with the symptoms and labora- 
tory findings typical it is to the mind of the 
writer illogical to longer consider any patho- 
logical condition without a cause for its exist- 
ence. This, together with the accurate and 
painstaking care in the management of the 
above case, as well as the seemingly brilliant 
results following the treatment being my ex- 
cuse for presenting this subject, fully realizing 
the tendency of this disease to improvements 
and relapses until the fatal issue terminates it, 
yet the return to seeming health in this case 
is not at all like other cases occurring in my 
experience, where all improvments, though 
marked, were far short of complete restora- 
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tion, especially in the return of hydrochloric 
acid in the stomach contents. 


CONCLUSIONS 


First—That all cases of pericious anaemia 
should have a thorough examination of the 
stools, especial care in seeking for the bacillus 
capsulatus aerogenes. 

Second—When this bacillus or the percent- 
age of anaerobic bacteria found in evacuations 


from bowels is large, then after thorough trial 
at colonic irrigation, and failure to improve 
symptoms lessens their percentage, then the 
operation of apendicostomy is warranted. 

Third—While over a year has passed since 
the operation and the patent was seemingly 
well when last heard from, it would not be 
safe to claim a cure, owing to the well-known 
tendency to improve and relapse in this dis- 
ease. 
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DISEASES OF THE FEMALE BREAST 


ALEXIUS M'GLANNAN, M.D., BALTIMORE, MD. 


The function of the breast is in no way 
connected with general metabolism; its only 
secretion is the external one. Primary dis- 
eases of the breast, therefore, are purely local 
lesions and their treatment is mainly sur- 
gical. The human race would be immensely 
benefited if there were no benign lesions of 
the breast, because then every swelling would 
be removed by radical operation as soon as 
discovered; and the sad cases would not exist 


Fig. 1.—Diagnosis of breast tumors. Small infil- 
trating scirrhus. Note the dimpling of the skin 
over the tumor as the area of breast containing 
the tumor is pushed forward. (Photographed by 
Schapiro. Dr. Bloodgood’s case.) 

where the opportunity of cure has been lost, 

either by awaiting a diagnosis or by ineffectual 

attempts at cure by incomplete operation. This 
diagnosis between benign and malignant dis- 
eases of the breast is one of the most impor- 
tant as well as one of the most difficult ques- 
tions that confronts the surgeon. It places 
on him also the obligation of acquiring special 
training in surgical pathology, particularly in 


the naked eye appearance of these iesions as 
they are seen at the time of operation. 

Embryologically the breast may be regarded 
as a specialized skin gland. During infancy 
the breast consists of a number of branching 
ducts lined by cuboidal epithelium and ending 
in club-shaped processes. The ducts unite and 
reach the surface of the skin through the 
nipple. Between the ducts there is a loose 
connective tissue supporting structure, the 
interlobular stroma, and the entire breast is 
surrounded by subcutaneous fat. The epider- 
mis of the nipple and of a zone around it, the 
areola, is specialized. 

At puberty the nipple becomes larger, the 
areola becomes wider and more pigmented, 
and develops special glands. The club-shaped 
processes at the ends of the ducts become 
epithelium-lined acini (the parenchyma), 
around which there is developed a myxoma- 
tous supporting tissue (the  intralobular 
stroma), carrying the principal lymphatics 
and blood vessels of the breast. 

When this development is complete we have 
the normal breast, a gland consisting of 
branched ducts terminating in acini, sup- 
ported by myxomatous connective tissue, gath- 
ered into lobules each of which is surrounded 
by fibrous connective tissue, the interlobular 
stroma. The breast is surrounded by subcu- 
taneous fat and is sharply circumscribed from 
this fat as well as from the underlying pec- 
toral fascia. There is no distinct capsule. 

The breast undergoes physiological hyper- 
trophy during lactation. The number of acini 
is increased and the wall of each acinus 
changes from a smooth surface covered by a 
single layer of low epithelium to an involuted 
vesicle carrying a piled-up covering of epithe- 
lial cells of the higher functionating type. This 
epithelial hypertrophy is at the expense of the 
stroma. The involution of the breast after 
lactation results in fatty degeneration and 
fibrosis of the stroma. 
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The senile breast shows atrophy of the 
parenchyma and of the intralobular stroma, 
with diminished area of vascularity. The 
parenchyma an1 stroma are usually replaced 
by fat, when the breast retains its ordinary 
size. Often instead of fat, there is fibrosis 


toms, but one of them always is prominent 
and usually first calls attention to the disease. 
Trauma is often given an etiological signifi- 
ence by the patient. Except in the inflama- 
tions, it is more than likely that the injury 
merely calls attention to a previously existing 


. 2.—Diagnosis of breast tumors. Simple cyst. Note the bulging of the benign turnor as the a 
pushed forward. (Photographed by Schapiro. case.) 


of the breast; then it will .become much 
smaller in size. 

The symptom of onset in diseases of the 
breast is usually one of three: tumor, dis- 
charge from the nipple, or pain. Any one of 
these may be absent in the sum total of symp- 


condition. That trauma will stimulate growth 
of tumors is probable. 

Tumor.—Occasionally the outline of the tu- 
mor is sufficiently definite to be visible. More 
often it can only be distinguished by palpa- 
tion. The fingers may feel one or more lumps 
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harder than the surrounding breast tissue— 
areas of induration. These areas vary in size 
and shape according to the outline of the 
tumor and its situation in the breast sub- 
stance. A cyst near the skin will present 
a smooth, round surface, while a cyst of the 
same size deep Cown in a fat breast will feel 
like a flat induration. In palpating breasts, 
especially those of young and nervous women, 
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colostrum and milk, a discharge from the 
nipple is a positive sign of disease. A green- 
ish or yellow discharge occasionally occurs in 
atypical parenchymatous hypertrophy. 

Blood from the nipple, unless the direct re- 
sult of traumatism, indicates one of two con- 
ditions, a cyst with an intracystic papilloma 
or a cancer cyst. 

Pain is the most irregular of the symptoms 


Fig. 3.—Int racanilicular myxoma. 


Appearance of the benign tumor at exploratory incision. 


(From 


painting by Miss” Hayes, Dr. Bloodgood’s case.) 


a number of areas of induration are often 
made out, that disappear under continued 
palpation. These are areas of breast tissue 
that become engorged with blood as a result 
of stimulation by the palpating fingers. Their 
transient character distinguishes them from 
the pathological areas of induration, all of 
which are permanent. 

Discharge from the Nipple—Excluding 


,of onset, It is most prominent in simple cysts, 
but may occur with any tumor. It is the only 
symptom of neuralgia of the breast. Pain 
without palpable tumor is rare in new growth. 
Neurasthenia and hysteria are often associated 
with pain in the breast. Women who have 
acquired some knowledge of breast tumors fre- 
quently come to the surgeon complaining of 
pain in the breast, without tumor. These pa- 
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tients should be examined car2fully and ob- 
served for about three months. If, at the 
end of that time no lesion is :nade out, the 
patient may be discharged as free from canccr. 

Diseases of the breast may be hypertrophies, 
tumors or inflammations. The tumors may be 
either benign or malignant. A lump in the 
breast may present such clinical characteristics 
that we are able to recognize it as belonging 
to one of the three groups, or it may resemble 
any two or all of them, being then what we 
call a clinically doubtful tumor. : 

The clinical signs of malignancy show in 
the character of the tumor and its effect on 
the surrounding tissues. In the alsence of ali 
other signs the highly skilled hand may recog- 
nize a carcinoma by palpaticn of the tumor. 
There is a peculiar hardness and irregularity 
of outline that is diagnostic, but often this 1s 
made out with great difficulty and an explora- 
tory incision becomes necessary. Local oedetia 
of the skin and subcutaneous fat is a sign of 
a rapidly growing and very malignant type 
of tumor. The prognosis with such tumors is 
practically hopeless, 

Mensuration.—The distances from the nip- 
ple to the border of the breast in correspond- 
ing quadrants are usually equal on both sides. 
A shortening of this distance over the quad- 
tant in which the tumor is situated is strong 
evidence of carcinoma. This sign, like most 
of the other signs of malignancy, is an evi- 
dence of infiltration by the growii.g tumor. 

Retraction of the nipple may be pathogno- 
monic of cancer. The possibilities of error 
are congenital retracted nipples, and previows 
attacks of mastitis. As a rule these points 
are brought out distinctly in the history. Early 
retraction is recognized by pulling the nipples 
forward and noting the fixation to the deeper 
structures present on the affected side. 

Fixation of skin, dimpling, atrophy of sub- 
cutaneous fai, and shortening. of the trabe- 
culae are certain signs of malignancy, similar 
to retraction of the nipple and subject to the 
same sources of error. Definite fixation of 
skin and dimpling, like ulceration and fungus 


formation, are symptoms of well advanced 
disease. While they make the diagnosis posi- 
tive, when they are present, the prognosis 
is almost always hopeless. 

The shortening of the trabeculae, like atro- 
phy of the subcutaneous fat, is an early symp- 
tom. Bloodgoed (Kelly-Noble, Abd. Surgery, 
Vol. II, p. 186) describes the following method 
of demonstrating this shortening. Grasp the 
breast with both hands and push forward the 


Fig. 4.—Diffuse virginal hypertrophy. (Johnson’s 
case. From Bloodgood’s article in Kelly-Noble’s 
Surgery.) 


area containing the tumor. “If the lesion is 
benign, the skin between the hands will bulge; 
if it is malignant, in some cases, the trabeculae 
will produce one or more dimples, a positive 
sign of cancer.” 

Axillary Glands.—Enlargement of these 
glands is of little value in diagnosis. They are 
enlarged frequently from causes other than 
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cancer, and in cancer are often very small, 
although already  metastatically involved. 
Whenever the cancer glands are palpable the 
breast signs will be sufficiently definite to 
prove the tumor clinically malignant. 
Clinically benign tumors are tumors whose 
history and physical characteristics exclude ma- 
lignancy. Thus a tumor of several years dura- 
tion, occurring in the breast of a woman under 
25 years of age, growing very slowly, and not 
infiltrating but encapsulated, is a clinically 
benign growth. When multiple, such tumors 
are distinctly benign, but a single tumor. of 
short duration should always be viewed with 
suspicion. 


Clinically doubtful tumors form. the most 
important group of breast lesions. Here-we 
find the early cancers that offer-the greatest 
hope of cure by operation. In this group are 
included (1) the previously benign tumors 
undergoing malignant degeneration, ( 2) the 
early tuberculosis and (3) other inflamma- 
tions, as well as (4) the variations in the 
disease of the involuting breast. 


Exploratory incision is necessafy to distin- 


guish between the various lesions in this group 
of clinically doubtful tumors. The differential 
diagnosis is made best from the naked eye 
appearance of the tissues exposed by the in- 


PUBERTY. 
Abnormal Diffuse virginal 
hypertrophy. hypertrophy. 
Inflammation. Tubercular 

Metastatic. 
Benign Intracanilicular 
tumors. myxoma. 

Adeno-fibroma. 

Malignant Sarcoma. 


tumors. 


cision. To do this considerau. training is 
necessary, but the faculty can be acquired and 
is an important part of the education of one, 
who expects to operate for tumors. The naked 
eye study gives more definite information than 
can be obtained from immediate frozen sec- 
tions. Other kinds of sections are entirely 
out of the question, because the removal of a 
piece of tumor for diagnosis, with the expec- 
tation of operating another day, destroys the 
patient’s only hope of cure. 

The evidence from the incision is conclusive 
and most valuable. We must never allow facts 
in the clinical history to weigh against the 
signs shown by the incision. 

Exploratory incisions must never be made 
unless the surgeon is prepared to perform at 
once the complete radical operation in case a 
malignant tumor is discovered. The incision 
should be made under general anaesthesia, in 
a hospital, and after the patient and everyone 
else concerned has been prepared for the 
radical operation, in case it is found ,neces- 
sary. 

Disregarding wounds and other direct re- 
sults of traumatism, as well as non-indigenous 
tumors, the lesions of the breast may be classi- 
fied according to the age of the patient, as 
follows: 


LACTATION, 


Diffuse gravidity 


MENOPAUSE, 


Atypical senile 


hypertrophy. parenchymatous 
hypertrophy. 

Pyogenic, Tubercular. 

Tubercular. 

Galactocele. Cyst. 

Cancer. Cancer. 
Sarcoma. 
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Diffuse virginial hypertrophy is always a 
bilateral disease, characterized clinically by the 
formation of enormous breasts. There may be 
a slight discharge from the nipple. The con- 
dition shows no tendency to spontaneous re- 
covery. The weight of the breasts is the only 
symptom, and when this causes discomfort, 
amputation of both breasts is proper treat- 
ment. No other method of cure has been 
found, 

The pathology of this lesion is a general 
diffuse overgrowth of breast tissue. On sec- 
tion, we see the breast tissue growing into 
the subcutaneous fat, the fibrous stroma is soft 
and juicy, and pink dots of parenchyma with 
cut ducts are easily made out. Microscopi- 
cally, we see that the architecture of the breast 
is lost, the parenchyma is increased in quan- 
tity with the epithelial cells of the higher type. 
There is_a great overgrowth of young cellular 
connective: tissue, which makes the bulk of 
the hypertrophy. 

Gravidity hypertrophy resembles the vir- 
ginal type, but the onset of the disease occurs 
during pregnancy. The secretion of milk is 
not necessarily disturbed. The pathology and 
treatment is practically the same in both 
lesions. There is a possibility of carcinoma 


phy (Bloodgood-, also called chronic cystic 
mastitis (Billroth), Abnormal Involution 


Fig. 5.—Adeno-fibroma. Photograph of the patient 
showing the large bulging tumor. (Photograph 
by Schapiro.) 

(Warren), Reclus’ disease, Schimmilbusch’s 

disease, etc. The variety of names shows 


Fig. 6.—Gross appearance of the tumor shown in Fig. 5. (From painting by Miss Hayes.) 


developing in these breasts. Bloodgood 
(Kelly, Noble Abdom. Surg., p. 199) records 
two cases. 

Atypical senile parenchymatous hypertro- 


the difference of opinion that exists con- 
cerning the etiological character of this 
lesion. In many ways it seems inflammatory, 
but more than likely it is some peculiar hyper- 
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trophy. It certainly has some relation to the 
development of cancer. 

At the menopause the breast passes by a 
gradual series of changes from the young 
to the senile stage of its development. There 
is hypertrophy of connective tissue with rapid 


Fig. 7.—Intracanilicular myxoma. Cut surface of 
the tumor shown in Fig. 3. Also the appearance 
of the specimen removed. (From painting by 
Miss Hayes.) 

atrophy of parenchyma, often with fatty de- 

generation. 

In some women at the menopause the epi- 
thelium of one or more areas of the breasts 
becomes active. The epithelial cells of the 
higher type proliferate and degenerate, and 
there is also dilatation of the ducts and acini. 
This is called the stage of ectasia. From this 
stage the disease may progress in one of two 
directions. 

1. The cystic variety. The epithelial pro- 
liferation plugs a duct, the secretion back of 
this plug causes pressure in the duct and 
acinus. This in turn becomes swollen, globu- 


The consequent interference with the circula- 
tion and the resisting pressure of the stroma, 
cut off nutrition, the epithelial lining is ab- 
sorbed, and a smooth-walled cyst results. 

2. The adeno-cystic variety. Here the epi- 
thelial proliferation continues. The acinus 
becomes involuted and the arrangement of 
the cells resembles that seen in normal lacta- 
tion. It may take the form, however, of an 
intra-cystic papilloma, or of a true adenoma- 
tous proliferation, when the cavities of the 
ducts and acini become packed with epithe- 
lium, leaving here and there an open lumen. 

In the cystic form the tendency of the 
disease is toward complete epithelial degenera- 
tion, and there seems to be a consequent im- 
munity to cancer. On the other hand, in the 
adeno-cystic type there is unusual epithelial 


Fig. 8.—Multiple cysts in senile parenchymatous 
hypertrophy. Photograph of the alcohol speci- 
men. (Bloodgood.) 


proliferation, Such proliferation is extremely 
dangerous in organs undergoing involution, 
because of the slender margin that separates 
this proliferation from malignant growth. 
Clinical and pathological observation show 
that such change is frequent in this disease. 

Clinically, atypical parenchymatous hyper- 


lar in shape, and forms an epithelial lined cyst. trophy is characterized by single or multiple 
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areas of induration, in one or both breasts, 
usually hard and nodular, but occasionally 
some of the multiple areas are soft or fluc- 


Mastitis. Tubercular mastitis is a chronic 


lesion that suppurates early. Usually the ab- 
scess opens spontaneously at several points, 


Fig. 9.—Stage of ectasia in senile parenchymatous odo 5 leant (From microscopic drawing. Blood- 
good. 


tuating. Pain is relatively common, and a 
discharge from the nipple often occurs. The 
discharge may be yellow, or milky, or brown 
serous fluid, blood or pus. Blood from the 
nipple’ means: -papillomatous change- in the 
cyst. 

An exploratory incision will differentiate the 
forms of the disease and indicate the treat- 
ment. When thin, smooth-walled cysts are 
found without parenchymatous proliferation 
the large cysts are excised and the small ones 
incised. If epithelial proliferation is apparent, 
either as papillomatous or adenomatous 
change, the breast is amputated, but a careful, 
systematic search must be made for a malig- 
nant area in such a breast. An increase of the 
fibrous tissue, with small cysts, and the pres- 
ence of granular areas free from cysts from 
which material can be expressed, is charac- 
teristic of cancer; and whenever this is dis- 
covered the complete radical operation must 
be done immediately. 

Whenever the simple cyst is in the nipple 
zone the breast is amputated. 


forming multiple sinuses. The disease begins 
as an infiltrating area of induration that rapic- 


Fig. 10.—Carcinoma of the breast. Note the re- 
traction of the nipple, the dimpling of the skin 
and the retraction of the breast on the chest wall. 
(Photograph by Dr. Shaw. Author’s case.) 
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ly softens and suppurates. A spontaneous av- 
scess in a non-lactating breast is practicaliy 
always tubercular. If the patient comes under 
observation before the stage of softening, an 
injection of tuberculin will give a distinct local 
reaction and make the diagnosis. When the 
process is hard and circumscribed, excision 
will probably be sufficient operation for its 
cure. Asa rule, when we see multiple sinuses 
or abscesses, amputation of the breast is re- 
quired. It is not necessary to remove the 
axillary glands unless they are large and soft 
ened. 


Mastitis by extension from infected ribs, 
axillary glands, etc., may occur. 

Lactation mastitis is pyogenic. It is usually 
an acute suppurative inflammation coming on 
before the fourth month of pregnancy. There 
may be single or multiple areas of induration, 
that are tender and are associated with fever 
and leucocytosis. As a rule an abrasion of 
the nipple is discovered. 

Lactation mastitis may go on to resolution 
without suppuration, but this is rarely the 
case. When the abscess develops, the clinical 
signs are usually very distinct. The mastitis 


Fig. 11.—The operation for cancer of the breast. 


Sketch to indicate the extent of the primary incision. 


(Bloodgood.) 


Syphilitic mastitis is rare. A persistent area 
of induration, however, should lead to expiv- 
ratory incision, where doubtless a gumma will 
be recognized. Chancre of the nipple is like 
chancre anywhere else, and is distinguished in 
the same way. 

Metastatic mastitis is most common as a 
complication of mumps, and has also been 
observed in typhoid fever. It is treated by 
means of ice caps and similar efforts to dimia- 
ish the inflammatory reaction. Abscess fre- 
quently occurs. 


may develop a tender area of induration, 
which disappears in a few days, without hav- 
ing caused any constitutional disturbance, Or 
the area may gradually become larger, and 
give rise to symptoms of tumor. When this 
mass is incised a chronic abscess is found. 

The area of induration of mastitis should 
rapidly resolve, or form an abscess. In an 
area of induration persisting unchanged for 
months, carcinoma is very likely to develop. 
(Bloodgood, Kelly-Noble Gynaecology and 
Abdominal Surgery.) 
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For an acute lactation abscess incision and 
drainage is sufficient. The chronic abscesses 
require excision of the wall. . Neglected cases 
with many sinuses necessitate removal of the 

The Bier hyperaemia suction jar should 
always be used before incision., (Progressive 
Medicine, December, 1906.).. A jar large 
enough to take in the entire breast is 
required. The suction relieves the pain and 
may also lead to resolution. When _ in- 


multiple growths may be found. Clinically the 
tumor is elastic, nodular and distinctly en- 
capsulated. When multiple tumors of this 
character exist in the breast of a woman under 
25 years, a positive diagnosis can be made, 
and operation will not be required, unless one 
tumor is the seat of pain or distinct growth. 
Dealing with single tumors it is better to re- 
move the growth, because frequently a single 
intra-canilicular myxoma grows large and 
becomes a sarcoma. The largest known breast 


‘we 


mes 


Fig. 12.—The operation for cancer of the breast. Sketch to show the division of the pectoralis minor 
muscle. The clavicular bundle of the pectoralis major has been separated and the 
muscles divided near the sternum. (Bloodgood.) 


cision is required after this treatment, the 
opening should be made very small. Multiple 
incisions are never necessary. 

THE SOLID BENIGN INDIGENOUS TUMORS of 
the breast are fibro-epithelial growths, either 
intra-canilicular myxoma or adeno-fibroma. 
Pure adenoma is a rare tumor of the breast. 

Intra-canilicular myxoma (Periductal-fibro- 
ma). 

This is the most common tumor of the 
breast occurring in young women. Single or 


tumors are huge intra-canilicular myxomatas. 
At exploratory incision these tumors are 
recognized by the distinct capsule, the lobula- 
tion and the elasticity. The cut surface shows 
roundish, bulging, myxomatous lobules of 
various sizes. Microscopically, we see in- 
creased parenchyma with an overgrowth of 
the myxomatous intra-lobular stroma. 
Adeno-fibroma may occur as single or mul- 
tiple tumors, either large or small. The tumor 
is usually smooth and quite firm in consistency. 
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There is often some pain and tenderness and 
the growth may be rapid. Certain cases of 
carcinoma may be traced to a previously quies- 


cent adeno-fibroma. 


When single, the tumor should be excised. 
In an older woman a diagnosis between a 
firm adeno-fibroma and a carcinoma is very 
difficult clinically, or by means of frozen sec- 
tions. In these cases, however, the naked eye 
appearance of the encapsulated tumor shown 
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normal process of involution of the breast. 
Cysts are the characteristic benign tumors of 
the breast at the menopause. 

Clinically they appear as singie or multiple 
lesions whose physical qualities vary with their 
position in the breast and the character of their 
contents. A large single cyst near the skin 
shows as a smooth, spherical bulging, and is 
felt to be an encapsulated mass, which may or 
may not fluctuate. The swelling gives irregu- 


mar ae 


Fig. 13.—The operation for cancer of the breast. Sketch showing the extent of the completed dissection. 
Note that the skin is undermined to allow a more extensive removal o 


subcutaneous fat. 


The skin of the axillary flap is undivided. 


(Bloodgood.) 


by exploratory incision makes the diagnosis 
very simple. 

Grossly the cut surface of an adeno-fibroma 
shows the pink dots of parenchyma in the 
fibrous stroma, and in the older tumors crev- 
ices from which the epithelium has degen- 
erated and disappeared. 

Cysts. We have mentioned the occurrence 
of cysts in the disease, atypical senile paren- 
chyamtous hypertrophy, and have indicated a 
possible method for their formation in the 


lar symptoms of pain, and there is usually a 
history of rapid development and of varia- 
tions in its size. This last fact is a valuable 
point in diagnosis. When the cyst is buried 
deep in the breast tissue its outline is lost, and 
we can only make out the area of induration. 
The multiple small cysts feel like shot to the 
palpating fingers. 


The simple cyst has a thin, smooth wall of 


connective tissue; the contents are colorless 
or greenish. These cysts appear blue as they 
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are approached by incision. They are cured 
by excision. Warren (Journal A. M. A., July 
15, 1905) has described a method of exploring 
the breast from below, and exciting cysts, etc., 
that permits their removal and at the same 
time allows restoration of the breast free from 
deformity. 

Briefly, the points in the operation are: the 
skin incision is made along the lower borders 
of the breast, down to the pectoral fascia; the 
breast is then inverted and the base of the 
gland exposed through the incision. The nec- 
essary incisions are made through the base, 
an:l if any tissue is removed it is taken in a 
wedge-shaped piece. The space left is closed 
with cat-gut, while care is taken to prevent 
retraction of the nipple. The skin is closed 
without drainage. 

Cysts with intra-cystic papillomatous 
growths are characterized clinically by dis- 
charge of blood from the nipple. The cancer 
cyst has the same sign. These papillomatous 
cysts require the most careful study at opera- 
tion, because cancer is often developed 
in the papilloma. At the exploratory incision 
the cyst is opened, an'l when benign, the con- 
tents are fluid and hemorrhagic. The papil- 
loma may be seen and felt, and there is never 
any induration of its base. When the papil- 
loma has become malignant, the base is indu- 
rated, and the cyst contents then become thick, 
grumous, and granular. There may be defi- 
nite cancer nodules in the wall of the cyst. 

The breast must be removed to cure a papil- 
lomatous cyst. When the malignant change 
has occurred the complete cancer operation 
must be performed. 

SarRcoMA Coes not occur as frequently as 
carcinoma of the breast. The commonest 
primary sarcoma is that found in a large intra- 
canilicular myxoma. Whenever these myxo- 
mata grow so large that they occupy most of 
the breast, sarcomatous change is very likely 
to take place. For this reason it is best to re- 
move a single intracanilicular myxoma in a 
patient of any age. When the tumor is a 
large one, occupying most of the breast, the 


entire breast should be removed, and in the 
case cf a woman over 35, the pectoralis major 
should also be included. 

A sarcoma developed in the intracanilicular 
myxoma is a simple sarcoma of a relatively 
low grade of malignancy, most often a spindle 
cell tumor. Occasionally osteosarcoma, or 
mixed giant cell, spindle and round cell sar- 
coma occurs in the breast. 

Angiosarcoma is rather rare, but is some- 
times found. These tumors are always very 
malignant and form early metastases. The 
sarcoma of the breast of young girls is most 
often a metastatic angiosarcoma from a pri- 
mary sarcoma of the ovary. In these cases 
no operation should be performed except for 
the relief of the local condition. 

CaRcINOMA of the breast may be classified 
as follows: 


Pure, 
Adeno-carcinoma. Cystic, 
Comedo. 
Medullary. 
Infiltrating. 
rrhus. 
Circumscribed. 


Adeno-carcinoma is the least malignant of 
all forms of cancer of the breast. The average 
of cures in all varieties is about 75 per cent. 
Probably this is the initial form of most mam- 
mary cancers, scirrhus and medullary being 
the end forms. 

In adeno-carcinoma the glandular arrange- 
ment of the epithelial cells is preserved, and 
is shown in the naked eye appearance of 
tumors of this group; the collections of acini 
showing as well-defined yellowish-white areas. 
Microscopically the preservation of glandular 
arrangement with the invasion of the basement 
membrane by epithelial proliferation is char- 
acteristic. 

Medullary carcinoma is one of the end 
forms of cancer of the breast. These tumors 
are large and relatively soft, very cellular and 
juicy, and ulcerate the skin early. The cell 
masses show many areas of necrosis, often 
large; and occasional large areas. of cystic 
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degeneration occur. The axillary metastases 
are large. Microscopically they show large 
alveoli of epithelial cells in a scanty stroma. 
The prognosis varies with the type of cell, 
with small cells of the resting type, about 60 


Fig. 14.—Result of operation for cancer of the 
breast. Photograph of patient six months after 
complete operation. Note the power to use the 
arm, the good axillary forniix and the result of 
the immediate skin graft. (Photograph by 
Schapiro. Author's case.) 


per cent recover. For all cases the statistics 
show 50 per cent cured, but these include some 
of the most malignant of breast tumors, alveo- 
lar tumors, with large cells, which cannot be 
distinguished clearly from endotheliomata. 
Scirrhus are characterized by containing 


relatively large amounts of fibrous stroma. We 


distinguish two forms, infiltrating and circum- 
scribed. Infiltrating are divided into large 
and small. 

Small infiltrating scirrhus is a small star- 
shaped tumor, the radiating portions extend- 
ing out in all directions through the breast. 
The radiating lines show the yellowish-white 
dots of collections of epithelial cells. In this 
form the dimpling of skin or retraction of 
nipple is most marked. The axillary metas- 


tases are small and often impalpable even late 
in the disease. 

Microscopically, scirrhus carcinoma shows 
small areas of epithelial cels in a more or less 
dense fibrous network. The prognosis of this 
form is about 40 per cent of cures. 

Large infiltrating scirrhus is a later de- 
velopment of the smaller form. There is 
often ulceration of the skin and skin metas- 
tases. The prognosis is bad, about 20 per 
cent cured. 

Circumscribed scirrhus presents the appear- 
ance of being separated from the surrounding 


Fig. 15.—Result of operation for cancer of the 
breast. Photograph of patient at the first dress- 
ing on the tenth day. Note the healed wound 
with the skin grafts, the extent of the operation 
down to take the fascio and fat of epigastric 
region. (Photograph by Dr. Preble. Author’s 
case.) 


breast tissue. The tumor is very hard and 
the characteristic dots and lines are easily 
seen. On close examination, especially with 
a lens, the edges of the tumor can be seen 
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extending irregularly for a short distance into 
the surrounding tissue. Microscopically the 
infiltration is definite, but never extensive. 
This form of scirrhus offers the best prog- 
nosis. About 50 per cent cured. 

Cancer cysts are cysts in the wall of which 
scirrhus carcinoma has developed. They are 
characterized by a thick wall and contain 
blood. The wall is smooth, which distin- 
guishes them from the cyst with intra-cystic 
papilloma, the only other blood cyst in the 
breast. The prognosis is a little better than 
in ordinary scirrhus, about 60 per cent cured. 

Classification is of interest only from the 
point of view of prognosis, and does not in- 
fluence the treatment. All carcinomata re- 
quire the complete removal of breast, muscles, 
and axillary glands in one piece. Sarcomata 
are treated by removal of the breast and the 
underlying muscles. It is not necessary to re- 
move the axillary glands for sarcoma of the 
breast. (Sheldon (Manual of Surgery) states 
that in some cases of carcinoma, the removal 
af the breast amd pectoral fascia, and a 
thorough dissection of the axilla is all that is 
necessary, and a more radical operation unjus- 
tifiable. This is false teaching and improper 
reasoning. The underlying principle of all 
operations for cancer is the removal of the 
tumor and all infiltrated tissue and metastases, 
without cutting through tumor tissue, or open- 
ing lymphatics in the route of metastases. In 


the breast this requires the complete operation. 
The route of lymphatic communication be- 
tween the breast and the axillary glands in- 
volves the pectoral muscles. If Sheldon ad- 
mits the necessity of removing axillary glands 
in these cases, surely he must admit the 
necessity of removing communicating lym- 
phatics through which these glands have be- 
come involved. This can only be done by 
removing the muscles. 

Many modifications of the breast operation 
have been recommended since the original 
publication of Halsted, the most important 
being those of Meyer and Warren, but, prac- 
tically speaking, the operation is just as origi- 
nally described. Lately much has been writ- 
ten about methods for saving skin. The sav- 
ing of skin is very unimportant, because the 
defect that remains after bringing the wound 
edges up is easily covered by skin grafting. 
Furthermore, the certainty of local recurrence 
and skin metastases, with their pain and gen- 
eral distress, whenever too small an area of 


skin is removed, makes the removal of suffi- ° 


cient skin most important. The same facts 
apply to the methods of plastic closure of the 
wound. One should operate for the cure 
of cancer with a single point in mind, that is, 
the complete removal of the disease. When 
flap methods of closure are to be employed, 
they offer a temptation to limit the extent of 
operation by the exegencies of the plastic 
manoeuver. 
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MALARIA: WITH SPECIAL REFERENCE TO WHAT IS NOT MALARIA FEVER* 


JOHN PELHAM BATES, M.D. 


LECTURER ON TROPICAL DISEASES, VANDERBILT UNIVERSITY, MEDICAL DEPARTMENT, NASHVILLE, 


TENN.; FORMERLY PHYSICIAN IN CHARGE, SECTION F, 


I shall discuss in this paper only the quoti- 
dian form of malaria fever: “bilious remittent 
fever,” “‘estivo-autumnal fever,” or simply 
malaria fever. I shall attempt to show that in 
the study of this form of malaria we have 
studied not alone malarial infection, but have 
studied many other diseases along with it— 
complications which we have accepted as a 
part of its symptomatology—accepting these 
symptoms as variations from its specific course 
and reasoning from this false premise, we have 
been led widely astray. 

And we have in this manner learned to be 
content with the term malaria to cover any 
number of obscure troubles, which may be at- 
tended by a quotidian or continuous fever, 
reasonably short in its course, and which has 
little or no physical signs or objective find- 
ings to account for it. 

It is admitted at the outset that the failure 
to diagnose malaria per se is one of the re- 
motest probabalities, but if we reverse the 
proposition, I can assert, without fear of con- 
tradiction, that the diagnosis of short irregu- 
lar febrile attacks as malaria fever is one of 
the most common errors of diagnosis in medi- 
cine. 

It is my purpose to discuss this confusion 
in the diaignosis of this disease: how it has 
arisen; to show how it may be avoided; and 
to show also that malaria is the simplest of all 
<liseases, as well as the most amenable to 
treatment. 

Almost all diseases are said to have excep- 
tions to the rule, that is, a certain train of 
symptoms are set down to them as being char- 


ANCON HOSPITAL. 
acteristic, and such variations from these 
characteristics as may appear are then de- 
scribed as the exceptions. 

Malaria fever of all diseases is burdened 
with the greatest number of these exceptions, 
and with the widest variations. These excep- 
tions are traditions, hoary with age, backed 
by eminent authority, universally accepted by 
the laity, and almost so by the profession. 

Before the discovery of the malaria parasite, 
when the diagnosis depended on the clinical 
phenomena, the cold stage, the hot stage, and 
the sweating stage, errors in diagnosis, under 
these circumstances, were inevitable. We were 
certain then to include other diseases having 
the same phenomena under the diagnosis of 
malaria. Some of those old errors are still 
with us. And later, observers with no post- 
mortem facilities at hand for a final solution; 
with only the microscopical findings and clin- 
ical course to conclude from, have studied 
not only malaria, but a part of many other 
diseases along with it. These latter. errors 
were too quite to be expected. We were 
looking for and expecting all kinds of varia- 
tions, we had the dictum of the masters for 
them, why should we not find them? The 
pathologist even finds it difficult to free him- 
self from the influence of these old beliefs. In 
cases of death from very acute illness the 
pathological findings are sometimes indefi- 
nite, and in malarial climates malaria pigment 
is often present in the bone marrow and 
spleen in such deaths as these. How easy to 
let this go as malaria and argue toxemia as 
the cause of death. All these things have been 
the contributing cause for our confusion in 


*Read by proxy at the sixth annual meeting of the American Society of Tropical Medicine, held at 
the U. S. Naval Medical School, Washington, D. C., April 10, 19¢9. 
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malaria; they have become a part of our 
faith, and in our minds a part of the disease. 
TOXEMIA IN MALARIA, 

If there is any toxemia at all given off 
during the cycle of the development of the 
malarial parasites, it must be extremely small 
and of minor significance. If this were not 
so, how could we have the amelioration of 
symptoms and feeling of comfort that comes 
to the patient in the remission of the fever. 
Celli’s experiments, by injecting large quan- 
tities of blood serum from patients in par- 
oxysm of malaria into other individuals, were 
entirely negative of results. Taking these 
two facts into consideration, the comfort of 
the patient in the remission of fever, and 
Celli’s findings, it seems to me to clearly prove 
the minor significance of the toxemia. 

PATHOLOGY, 

Beside the engorgement of the spleen and 
liver, the pathology of malaria is principally 
in the blood. It is the simple destruction of 
the red blood cells by the maturing parasites, 
setting free hemaglobin, and the consequent 
lowering of the physiological function of these 
cells, in proportion to the number so destroyed. 
In addition there are the irritant products of 
pigment and the sporules. In_ pernicious 
cases, and in cases of impending death, the 
blood picture is a most striking one. The 
hemaglobin is reduced to fifty per cent or 
lower. The blood is drawn from the lobe of 
the ear with considerable difficulty, and when 
it exudes it is dark and grumous and clots 
quickly. Spread upon the slide, the leucocytes 
are seen to be enormously increased; the large, 
the small, and the polynuclears are crowded 
with pigment. The white cells will count 
from 20,000 to 40,000 or over. This increase 
of the whites is perhaps a relative one. The 
red cells are of every conceivable shape and 
size, and take the ordinary stain so deeply 
they are almost black. In addition to the 
parasites seen, nucleated reds are present in 
large numbers. Following this case to au- 
topsy, in the smears from the cerebrum and 
cerebellum, we find in the capilaries and venus 


radicals that the blood cells are almost totally 
veplaced by full grown parasites and pig- 
ment, and such red cells as remain in the ves- 
sels contain parasites of all ages. It is rea- 
sonable to assume that the same condition is 
present in the entire capillary system. 
Keeping in sight of the fact that there is 
little or no toxemia in the cycle of develop- 
ments; that it is without organic lesions, and 
its principal pathology is a periodic and acute 
hemolysis ; and that the cell elements destroyed 
are physiologically and constantly reproduced, 
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Chart 1.—Case J. G. Undertermined infection. Path- 
ological diagnosis. 

explains the low mortality and the simplicity 
of this disease. Its amenability to treatment 
is due to the above hypothesis also. As soon 
as the parasitic cycle is checked, all symptoms 
disappear and the blood functions promptly 
return to normal. All workers in fresh blood 
specimens are familiar with the agressive 
phagocytic action of the white blood cells on 
the full grown malaria parasites. On account 
of this function the leukocytes must be the 
scavengers that finally clear the blood stream 
of the pigment and other products of cell 
destruction. 


CONFUSION OF DIAGNOSIS. 


* Malaria is not by any means the only dis- 
ease characterized by irregular fever, chills 
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and sweats. Moreover, malarial infection may 
be present in a large number of other infec- 
tions and so-called constitutional diseases. I 
append a list of diseases in which malarial 
infection has been observed as a complication: 

Typhoid fever, yellow fever, measles, pul- 
monary tuberculosis, pleurisy-effusion (tuber- 
cular), pericaridltis (tubercular), amebic dys- 
entery (mild), non-amebic dysentery (mild), 
sub-acute articular rheumatism, acute and 
chronic nephritis, elephantiasis, kalar azar,’ 
tonsilitis (mild), undetermined infection, re- 
lapsing fever.’ 
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diseases, having malaria parasites along with 
them, have symptoms and_ findings so 
obvious that they offer very little difficulty in 
the final diagnosis. There are, however, sev- 
eral of them that require some mention in 
detail. 

SOME OF THE DISEASES WE CONFUSE WITH, AND 

DIAGNOSE AS MALARIA. 

We are continually diagnosing and study- 
ing the indefiinte fevers under the head 
of malaria. Such as the hyperprexias of 
the tropics. typhoid fever of moderate se- 
verity and especially the very mild cases. 
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Chart 2.—Case J. W. Typhoid Fever. 


Culture. 


In view of the above facts, in the study of 
malaria, we must bear in mind that the find- 
ing of malarial parasites does not at all com- 
plete the diagnosis, but just begins it; that in 
studying malaria from the blood findings, and 
a few physical observations, we may be and 
often are studying malaria plus a number of 


other diseases. Therefore, to get a clear in- 


sight to the symptoms of malaria we must first 

be sure we have eliminated all intercurrent 

affections, 
Fortunately, 


most of this long list of 


Note mal. like fever curve. 
Entire course of fever 10 days. 


Typhoid Fever positive by Blood 


Incipient tuberculosis, and occasionally 
deep-seated suppurations and mild sepsis, and 
above all, old underlying diseases ihat in the 
course of an acute malaria, are roused to acut2 
activity. I shall now take these up in detail. 
HYPERPYREXIAS. 

Most of these hyperpyrevias are fairiy well 
differentiated from malaria, under various 
names, such as thermic fever, heat stroke, and 
so on. There are, however, hyperpyrexias, 
apparently specific in their clinical course, in 
which a considerable percentage have malarial 
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infection. On admission of these cases to 
the wards little out of the ordinary will 
be noted, when suddenly the temper- 
ature will take an upward shoot to 106 
or 107 Farh. The patient becomes wildly 
delirious for a short time, then turning to 
coma, in a few hours ends, in death. 
Or again, in some of these the temperature 
is high from admission and maintains a high 
level; delirium is constant, and wildly mania- 
cal, necessitating forceful restraint in the bed. 
After three or four days the delirium sub- 
sides to a low muttering one, finally ending in 


Case 1—J. G. . Chart 1, age 22, ad- 
mitted July 1, 1908, died July 4, 1g08. Ill 
three days before admission. Headache, fever, 
chills and vomiting. First illness in ten months, 
Physical examination negative. Urine, albu- 
men, hyaline and granular casts. Blood ex- 
amination, leucocytes 10,000, malaria parasites, 
infection moderate. July 3, blood culture, 
sterile. July 4, blood negative for malaria. 

Complete pathological findings:’ Infection 
undetermined origin. Acute spleenic tumor, 
lymphatic hyperplasia of intestine and spleen. 
Acute degenerative nephritis. Sub-pleur‘al tu- 
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Chart 3. C. H. Typhoid Fever B. Paracolon. Note mal. like fever curve. Typhoid Fever positive by Blood 
Culture. Entire course of fever, 8 Gays. 


coma and death. In some of the cases en- 
largement of the liver and spleen has been 
noted. 

I have seen ten or twelve deaths of these 
fevers, in one a very mild malarial infec- 
tion was present on admission, and a few para- 
sites were found at autopsy. The remainder 
of them, although some had parasites on ad- 
mission, showed no evidence of malaria at 
autopsy, except pigmentation. To illustrate: 


bercle, right. Tuberculous lymphadenitis, 
right. No malaria parasites at autopsy. 

Case 2.—H. C., age 18, admitted July 1, 
1908, died July 5, 1908. Delirious on ad- 
mission. No history obtained. Well nour- 
ished. Continuous, wild maniacal delirium, 
restrained in bed by force. Physical examina- 
tion indefinite. Urine, albumen trace, hyaline 
and granular casts. Blood examinations: 
Leucocytes 8,600, negative for malaria. July 
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4, blood culture, sterile. Temperature on ad- 
mission 10542°R. Maximum temperature 
106% R. Fahr. After a bath, July 5, p. m., 
there was a continued downward temperature 
until death, at 101%. 

Complete pathological findings; infection 
un:letermined origin. Acute diffuse nephritis, 
sub-pleural, sub-pericardial, sub-mucous, 
ecchymoses of lungs, heart and pelves of the 
kidneys, respectively. Cloudy swelling of vis- 
Acute spleenic tumor with increase of 
lymph tissue. Hyperplasia of lymph elements 
of ilium and colon. Icterus. Hematoma of 
ilium. Cultures, sterile. 


cera. 
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of 105% Fahr., but most of my patients at 
death had only a moderate temperature or 
were sub-normal. 

TYPHOID FEVER. 

Here perhaps we have encountered the 
greatest stumbling block in differential diag- 
nosis, and the hardest to get over. Malaria, 
I suppose, has never been mistaken for typhoid 
fever, not long at least; but typhoid fever, 
especially the mild form, is constantly called 
malaria. The reason for this confusion is 
that the mild form of typhoid fever is not un- 
equivocally admitted to exist, and added to 
this, is the presence of malarial infection in 
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Chart 4.—C. G. Case. 


It will be seen from these reports that these 
fevers are not malaria. From the mere fact 
that parasites were present in some of them, 
and death the ultimate end, with high tempera- 
ture and coma, it does not follow that malarial 
infection must be the cause. I have had a 
large number of deaths from malaria—all of 
them verified at autopsy—and an excessively 
high temperature has not been a marked fea- 
ture. Periodicity has been marked, and in 
spite of the fact that parasites of all ages were 
present in the blood. I have one chart of 


death from malaria, recording a temperature 


Malaria Fever Primary. Nephritis Secondary. Note second rise of fever as Nephritis 
Develops. 


from seven to eight per cent of all typhoid 
fever in malarial climates. In a recent work 
on typhoid fever,” by blood cultures, I have 
been able to show that the mild form does 
exist, and in the proportion of fully 30 per cent 
of all cases. In this mild typhoid fever, 
the febrile course lasts from eight days to 
two weeks, with striking quotidian features, 
and practically no marked symptoms (see 
charts Nos. 2 and 3). Then given a fever, in- 
definite in its symptoms, of short duration, 
with occasional malarial infection present, and 
a quotidian temperature, the natural conclu- 
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sion would be atypical malaria, rather than 
atypical typhoid fever. Thus mild typhoid 
fever has been studied as malaria time out 
of mind, and is largely responsible for the 
belief that certain malarias respond only grad- 
ually to the treatment by quinine. 

The symptoms that typhoid fever and ma- 
laria have in common are: occasionally the 
pointed tongue, nearly always enlarged 
spleen, and constantly quotidian and sub- 
quotidian temperature. Otherwise, they are 
widely different. In mild typhoid fever there 
is moderate headache, and it is usually frontal, 


weakness in the knees. More or less vomit- 
ing‘is present, and always a perfect willing- 
ness to get to bed during the paroxysm. Where 
these two infections are present in the same 
individual, quinine may at first reduce the 
temperature, or it may not. If it does reduce 
the temperature, it will rise again when the 
malaria subsides and typhoid infection gains 
the ascendency. In simple malaria quinine 
will always make a marked impression on the 
temperature in forty-eight hours. 
INCIPIENT TUBERCULOSIS. 
In incipient tuberculosis the temperature 
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Chart 5.—Case J. W. Malaria Fever Primary. gp soi tnd Secondary. Note second rise of Fever as Nephritis 
develops. 


or to one side. Some weakness is complained 
of, but no other pain. There remains a moa. 
erate desire for food, and the patient prefers 
to be up and around most of the day. in 
malaria, while it is true the hight of the 
temperature is no criterion to the gravity of 
the infection, it remains the rule, that with a 
fever above I01 in acute malaria, we have a 
rather sick patient. He complains of severe 
headache, and pain in the neck near the junc- 
tion of the cerebellum. Pain in the “small of 
the back,” pain in the calves of legs, and 


curve, the chilliness, the fever and the sweats, 
the short duration in the course of the re- 
current attacks, with practically no physical 
findings, make the symptoms almost identical 
with malaria. Now comes: the presence of 
malarial infection in tuberculosis to add to our 
confusion. I have no figures to show how 
large a percentage there may be of malarial 
infection along with tuberculosis. It is though 
large, and I have no doubt that all tuberculous 
patients who live in malarial climates have 
had, at some time or other, in the course of 
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their illness, malaria, more or less severe. 
These patients never fail to come to us with 
the statement that they have had malaria a 
number of times. Some physician has diag- 
nosed it malaria, or if not, he has supinely 
accepted the patient’s own diagnosis. Thus 
you see how these cases have been studied 
as malaria, and often diagnosed as such. 

To differentiate malaria and tuberculosis 
the most important point to appreciate is the 
fact that the two infections often occur in 
the same patient, and to never rest content 
with a diagnosis based upon the blood find- 
ings alone. Physical findings, together with 
the tuberculin tests, will now serve to clear 
the diagnosis. 

LIVER ABSCESS AND DEEP-SEATED SUPPURATIONS. 

Pain is not often a marked symptom in 
these conditions. Irregular and _ recurrent 
fever, rising to 100 or to IOI in the afternoon, 
with progressive loss of health, being the most 
marked feature. This is especially so in liver 
abscess. Most of these patients have had at- 
tacks of malaria, and usually come to the phy- 
sician for treatment, and not for diagnosis. 
His symptoms are vague, and he. looks upon 
his case as chronic malaria, and expects you 
to do the same. You are likely to do so, 
especiaiiy if you hold to the old teaching 
or believe that certain malarias are resistant 
to quinine. With fever rising no higher than 
101 or 102 as a maximum, quinine will con- 
trol it in from thirty-six to forty-eight hours. 
Tf it does not do so, look upon this fever with 
suspicion. Blood examination will prove neg- 
ative for malaria parasites. Leucocytosis will 
be noted, the count varying from 12,000 to 
20,000 or over. A differential count will show 
the polynuclears to be eighty per cent or 
above. This will serve to point the direction 
of the diagnosis. 

I wish to digress a little here to make some 
general statements on the effects of inflamma- 
tory leucocytosis on the malarial parasite. In 
the latter part of 1905 I first noticed in blood 
examinations, in cases of pneumonia, that af- 
ter leucocytosis became marked, malarial para- 


sites were always absent from the blood. Ex- 
tending this observation over other inflam- 
mations, I found the same thing true in all 
of them. As I have previously remarked, all 
workers in fresh blood specimens are familiar 
with the aggressive phagocytic action of the 
white cells for the full grown malarial para- 
sites. Therefore, on account of this phenom- 
enon I can readily understand why, with an 
abnormal rise of the whites, say above 15,- 
000, they soon clear the blood of the ma- 
larial invaders, and leave an open field for 
other pathogenic factors. 

Then given a fever attended by leucocytosis 
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Chart 6.—Case D. B. Case 3. Malaria fever perni- 
cious. Note malaria fever curve. No complica- 
tions and on quinine. 

and resisting quinine the idea of malaria 

should be no longer considered, and drenching 

with quinine should cease, and the real cause 
be sought for. 
SO-CALLED CONSTITUTIONAL DISEASES. 

We come now to a much more difficult class 
of diseases, a class that has certainly been 
charged as malaria, time and time again. And 
nothing short of the pathological diagnosis can 
convince the observer that he is dealing with 
anything other than malaria. These are 


cases where an initial attack of malaria has 
relighted some old underlying condition, or 
perhaps, has been the direct cause of a 


| 
| 
| 
i| 
} 
} 
| 
i 
i = 


MALARIA, WITH SPECIAL REFERENCE TO WHAT IS NOT MALARIA FEVER. 827 


supervening malady; in either event, the fever 
continues long after malaria, properly treated, 
has ceased to be a factor. 

To take up these general conditions in de- 
tail would lead us too far afield. They would 
include old organic maladies that are at times 
dormant and at times active, such as nephri- 
tis, gastro-intertinal inflammations, old recur- 
rent dysenteries, chronic bronchitis and _ its 
tendency towards broncho-pneumonia. Ali 
of them may be aroused to acute activity by 
malarial infection, and they are often the di- 
rect cause of death. When any of the above 
troubles are relighted by malarial infection the 
picture in the beginning is one of frank ma- 
laria. Under treatment there is at first 
usually amelioration of symptonis, and gen- 
erally a marked fall of temperature; at this 
stage a change for the worse takes place. It 
may be gradual, or it may be sudden. There 
may now be a long, and tedious illness, or 
end in death. To illustrate this I show 
charts Nos. 4 and 5. Both of these patients 
went to autopsy, and no malaria organisms 
were found, although quite a heavy infection 
was present on admission. Pathological diag- 
nosis :* Nephritis and ilio-colitis, nephritis and 
broncho-pneumonia, respectively. 

The lesson to be learned from these cases 
is when treating an initial attack of malaria, 
and quinine has been given in sufficient quan- 
tties to control the temperature or make a 
very decided impression upon it, and at this 
stage the fever begins to rise again, all treat- 
ment remaining the same, the second rise of 
fever is not due to malaria. If quinine will 
control in the beginning, it must follow that 
it will hold any exascerbation in check, so 
long as all conditions remain the same. 

“CLINICAL MALARIA.” 


In a certain number of mild malarial in- 
fections, in others more severe where quinine 
has been given prior to examination, it is at 
times quite difficult to discover the parasite. 
The diagnosis is then based on the therapeutic 
test, and noted as “clinical malaria.” Under 
this head the number of diseases that may be 


diagnosed as malaria depends on the variable 
ideas, and indifference—I ought to say ‘‘con- 
fident ignorance” —of the diagnostician. 

The following table will show clearly the 
fallacy of this method of diagnosis. I take 
five hundred cases positive for parasites,’ and 
five hundred cases with no parasites found.’ 
The one thousand cases were of all classes 
and of all colors, and came into the hospital 
along together, getting quinine, 30 grains a 
day in solution, under exactly the same con- 
ditions, except the American patients. 


CASES WITH FEVER. 
Estivo-Autumnal 


No Parasites. Parasites-P ositwwe. 


8 days and over..... 7 8 days and over..... oO 
hae CASES WITH NO FEVER. 


This comparative table shows the fallacy 
of attempting a diagnosis on the symptom of 
quotidian fever, and moreover the wide lati- 
tude that will be taken by the diagnostician. 
The overplus in time of the “clinical” cases as 
compared with the cases with parasites are 
forty-five. Six of the seven positive cases, 
with fever seven to eight days, were com- 
plicated with several different diseases, such 
as “ascites,” dysentery, uncinariasis, etc. And 
I must add that all the white Americans in 
these tables were taking their quinine usually 
twenty grains a day in capsules or tablets. 
And this, no doubt, has lengthened the total 
of days considerably. The results to be ex- 
pected from quinine in capsules or tablets in 
a stomach upset by acute malaria as compared 
with quinine in solution needs no comment. 

Four hundred and fifteen of these “clinical” 
cases were certainly malaria. The remainder 
may be anything. 

This shows then that one blood examination, 
however carefully made, is not sufficient to 
pass as final in malaria blood work. It seems 
reasonable to me that in a moderate malarial 
infection there may be a time, after sporula- 
tion is complete and before the young forms 
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re-enter the blood cells, when it would be 
quite impossible to discover anything. On 
this hypothesis then the patient’s blood should 
be examined at three different periods in a 
day before declaring it negative. 

I cannot accept the theory that malaria par- 
asites can accumulate for a time in the blood 
of the viscera and be absent from the peri- 
pheral circulation; they live in the blood cells 
and the blood serum, and must move impar- 
tially and indifferently in obedience to the 
flow of this fluid; they cannot, therefore, be 
in any organ in larger numbers than another, 
except that the organ has a greater physiologi- 
cal supply of blood. For instance, the small 
spleen, with its enormous blood supply. 

QUININE IN MALARIA, 

Quinine is an absolute specific in malaria, 
and Manson’ well says, “When you fail to 
cure by quinine a case of supposed malaria, 
it is not the drug that is at fault; it is the 
diagnosis. * * * Quinine, therefore, is not 
only of value in treatment, but also for diag- 
nosis. Any fever which persists unmodified 
after forty-eight hours dosing with quinine, 
is not malaria fever.” 


Quinine should always be given in solution,: 


hypodermically, or intravenously, with the pa- 
tient at perfect rest, if death is impending or 
if the diagnosis depends upon the therapeutic 
test. Under these circumstances, quinine will 
completely control within five days any ma- 
laria fever amenable to treatment, and with 
no complications. Moreover, it will eliminate 
all parasites from all organs, if continued over 
a reasonable length of time, say two weeks, 
if patient is kept under proper control. I 
shall illustrate this by report of cases. 

Case 3, Chart 6—D. B., admitted August 
14, 1908. Unconscious, repeated convlusions, 
vomiting, hiccough almost continual. Physical 
examination: eyes staring and not jaundiced; 
tongue, broad and coated; all organs nega- 
tive, except spleen, palpable. Blood examina- 
tion; hemaglobin, fifty per cent. Malaria par- 
asites positive, large numbers, and of all ages 
and crescents. Urine specific gravity 1015, 


granular casts, albumen trace. Treatment, 
quinine by hypo, 120 grains in twenty-four 
hours. Afterwards, quinine by mouth, forty- 
five grains daily. Recovery complete. 

Case 4 —J. J., admitted July 9, 1908. Died 
July 16. First illness since arrival in country 
two month ago. Prior history indefinite. 
Sick five days before admission, with fever, 
headache and vomiting. Physical examina- 
tion, old facial paralysis, right side, other- 
wise, negative, except spleen, palpable, ar- 
teries sclerotic. Mental condition, mildly irra- 
tional, sometimes getting out of bed, wander- 
ing aimlessly about the wards. Passing urine 
on the floor, or involuntarily in bed. Urine, 
specific gravity, 1028. Casts negative, albu- 
men trace. July 12, sp. gr..1030, hyalin and 
granular casts, albumen heavy. Blood July 
Q positive for malaria parasites, large numbers, 
all ages, pigmented parasites and crescents. 
July 10, positive for large number of young 
forms, July 12, one parasite found on careful 
examination. Treatment, quinine, forty-five 
grains daily. Total amount taken, 335 grains. 

Pathological diagnosis:* Acute degenera- 
tive nephritis. Pigmentation of spleen and 
bone marrow. No parasites. 

Case 5, Chart 4.—C. G., admitted February 
14, 1908. Died February 23. History in- 
definite. Time sick not known. Physical ex- 
amination, negative. Vomiting more or less 
continuously, both medicine and nourishment. 
Blood examination, positive for malaria para- 
sites, infection heavy. February 22, blood 
culture sterile; urine, albumen heavy, hyalin 
and granular casts. Treatment, quinine by 
hypo, February 14 and 15, 60 grains. Feb- 
ruary 16 to 23, by mouth, 45 grains daily. To- 
tal amount, 420 grains. Pathological diagno- 
sis:’ Acute nephritis and terminal broncho- 
pneumonia. No parasites. 

Case 6, Chart 5.—J. W., admitted February 
4, 1908. Died February 11. History and 
physical examination, record lost. Blood ex- 
amination ; positive for malaria parasites. In- 
fection heavy. February 2, negative for para- 
sites. February 10, negative for parasites. 
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Blood culture, February 10, sterile. February 
11, blood negative for malaria. Treatment, 
quinine by mouth, 30 grains daily. Total 
amount, 250 grains. Pathological diagnosis: 
Nephritis and ilio-colitis. No parasites. 

Case 7.—C. B., admitted July 12, 1908. Died 
July 22. Sick ten days before admission with 
headache, fever, vomiting and chills. Men- 
tal condition clear, extremely weak and oc- 
casional vomiting. Physical examination; 
bronchitis posterior; spleen, tender. Blood 
¢xamination, positive for malaria parasites, all 
ages. Urine, sp. gr. 1020. Casts, negative; 
albumen, heavy. Treatment, quinine by mouth, 
30 grains daily. Total amount, 320 grains. 
Pathological diagnosis:* Acute degenerative 
nephritis. Parasites in moderate numbers 
found at autopsy. 

I could multiply the number of cases indefi- 
nitely, which had malarial infection on admis- 
sion, and which died of intercurrent diseases 
or infections, to show the effect of quinine 
in the elimination of malaria parasites. | Case 
7, with parasites after ten days, on full doses 
of quinine, is a rare exception, however, the 
number found was so small that the malaria 
was not considered by the pathologist to be a 
causative factor of the death, but was simply 
noted, along with such other findings, as pig- 
mentation, edema of the brain, etc. 

As I have reported several acute nephrites 
after acute malarial infections, the question 
will arise, what part has malarial infection in 
the cause of nephritis? I do not know. It 
will be seen that the malarial infections re- 
ported here were probably primary. Most of 
the patients were from Barbadoes, and there 
is said to be no malaria there. I was trying 
to work out this question is why I happened 
to have this excess of nephritic cases to report. 
Different observers find in malarial cases 
evidence of kidney disturbance in from 47 to 
58 per cent. In two hundred cases, tested by 
myself, | found evidence of nephritis in 42 per 
cent. Following this subject further, I ana- 


lyzed the autopsy notes on forty deaths from 
malaria and hemaglobinuria, with reference to 
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the kidney findings, with the following results: 

Acute cloudy swelling, 55 per cent; kidneys, 

normal, 25 per cent; acute degenerative, 15 

per cent; chronic diffuse nephritis, 2:50 per 

cent; acute (one kidney) and chronic diffuse 

nephritis (one kidney) 2.50 per cent. 
CONCLUSION. 

Malaria is an extremely simple disease, and 
has no exceptions in its course, unless com- 
plications are present. And quinine given \ 
with patient at perfect rest will control all | 
symptoms within five days, if the attack is at 
all amenable to treatment; if not amenable to 
treatment, death will be so prompt that there 
will be no time to hestitate over diagnosis. . | 

The most important point to remember in 
the study of malaria is the large number of 
infections that may be present along with an 
acute malarial infection. A lack of the knowl- 
edge of this fact, no doubt, accounts for the 
confusion in our ideas with regard to the 
course of malaria, and its non-amenability, in 
exceptional instances, to treatment. 

Finding malarial parasites in the blood is 
not the end of the diagnosis, but just the 
beginning. 

When quinine is given properly and fails 
to have a marked effect upon the fever in 
forty-eight to sixty hours, although parasites 
may be present in the blood, there is some 
complication; and when in an acute malarial 
infection the fever is once reduced by quinine, 
and there is again a rise of fever, all treat- 
ment remaining the same, the second rise is not 
cue to malarial infection, but to some under- 
lying condition aroused to activity, or to an 
intercurrent infection manifesting itself late 
in the malarial attack. 

Diagnosing a fever that persists over five 
days in spite of quinine, as ‘clinical malaria,” 
is not justifiable. 

Leucocytoses from inflammatory diseases 
are inimicable to the development of the mala- 
rial parasite. In the presence of a marked 
leucocytosis, the idea of malarial infection 
should be abandoned, and search made for the 
cause. 
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When we are in malarial climates, if we will 
but bear these few facts constantly in our 
minds, and govern ourselves accordingly, we 
shall be the means of great comfort to our 
patients ; the means of preventing unnecessary 
loss of life by too long neglect of tuberculosis, 
deep-seated suppuration, and often sepsis ; and 
finally, be the means of preventing the spread 
of useless and unnecessary epidemics. 

Appendix: January, 1909, Report Department of 
Health. C. Z. 


BOARD OF HEALTH LABORATORY, ANCON, C. Z. 


Observations have been made on the rate of de- 
crease of the sexual forms of malaria parasites in 
patient’s blood as influenced by quinine and rest in 


hospital, and it has been determined that the sexual 
or transmitting forms of the parasite may be re- 
duced by quinine and rest to a number insufficient 
to infect a susceptible Anopheles mosquito. In most 
cases this can be accomplished with quinine—1o 
grains three times a day—within ten days. 

(8) Research by Dr. Samuel T. Darling, Chief 
of Lab. 

‘Tropical Diseases, 4th edition, Manson. 

*Relapsing Fever, report by Dr. Walter V. Brem. 

“Atypical Typhoid Fever, Journal A, M. A., Feb- 
ruary 22, 1907. 

"Lane Lectures on Tropical Diseases, 1905, San 
Francisco—Manson. 

°Clinical Malaria, Analysis 500 Cases, Dr. Nelson 
D. Brayton. 

*Pathological Records, Ancon Hospital, 1908. 

*Atypical Typhoid Fever, Result of Blood Cultures, 
Journal A, M. A., April 3, 1909. 
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The true cause of diphtheria was made 
knows by Klebs in 1883, and in 1884 Loeffler 
isolated and cultivated the bacilli, hence the 
name, Klebs-Loeffler bacillus, or bacillus diph- 
theriae. This bacillus can be demonstrated by 
staining the specimen with the ordinary ani- 
line dyes, but the staining is more satisfactor- 
ily done by Loeffler’s Alkaline Methylene 
Blue. It can be recognized with the micro- 
scope by its characteristic appearance of 
clubbed ends with clear spaces in the body of 
the bacillus. Cultures may be made which 
are quite characteristic. Other micro-organ- 
isms commonly found while searching for the 
Klebs-Loeffler are  staphlococci, strepococci, 
and pneumoccoci; sometimes the colon bacilli 
are also found. 

Among the predisposing causes must be 
mentioned uncleanliness of the mouth and 
teeth, as well as enlarged tonsils, adenoids, and 
any chronic inflammatory condition of the up- 
per air passages. This disease usually occurs 
in endemic form, but may become epidemic, 
especially during the winter months. Sporadic 
cases are frequently seen, probably due to the 
patient coming in contact with some clothing 
or some other article that has previously been 
around a diphtheritic patient. It is highly con- 
tagious and may be contracted by direct con- 
tact with a person having the disease, or from 
the secretions of the nose or throat of a person 
that has recently had the disease, or by some 
article that has been in contact with the patient 
and become infected, as clothing, handkerchief 
and pet animals. A very frequent source of 
spread is through patients that have had diph- 
theria and the bacilli remain in the throat to 
be scattered as the infected patient comes in 
contact with others. These are known as 
“bacilli carriers.” Golay reports a case where 
the bacilli were constantly present in the 
throat of an individual for 362 days, during 
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which time there were three acute attacks. 
The bacilli may lie dormant in the throat of a 
healthy person for weeks or even months 
without producing any symptoms or signs, 
only to be kindled up by some acute inflam- 
mation. According to statistics most authors 
have found the bacilli to remain in the throat 
for 22 or 23 days after the disappearance of 
the membrane, and even then they should not 
be released from quarantine until at least two 
bacteriological examinations have proved neg- 
ative. If these examinations cannot be made, 
then a good rule is to keep the patient under 
quarantine for at least four weeks. 

Another source of spread of this disease is 
by nasal discharges, in very mild cases where 
no bacteriological examinations have been 
made and the patient is not suffering from any 
constitutional symptoms, or these symptoms 
may be so mild that they will not confine the 
patient to the room. This is a sourec of great 
danger to the public. This was recognized 
even before bacteriological methods were in- 
troduced, and led the older physician to look 
on a child, with an irritating discharge from 
the nose, as a source of great danger. 

Meikle points out the facts that the ba- 
cilli remain in the throat much longer in the 
winter and fall than in the spring and summer. 
The average was 22.84 days for December and 
12.43 for March. The sex has no influence, 
but it does persist longer the younger the in- 
dividual. The presence of enlarged and rag- 
ged tonsils favor the persistence. 

The bacilli are belieevd to enter the throat 
or nose mainly through inhalation. There is 
a diagram in Progressive Medicine (Vol. II, 
No. 1) that shows very clearly how diphtheria 
is distributed by means of milk. This milk 
being brought in contact with susceptible mu- 
cous membranes by drinking it. 

The physician and nurse are in constant 
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danger of contracting diphtheria themselves 
and distributing it to the public, if every pre- 
caution is not taken. This may be avoided to 
a certain extent, acording to Tyson, by cau- 
tion in their services, as keeping the mouth 
closed when near the patient, carefully cleans- 
ing the hands after contact and examining the 
throat through a plate of clear glass. The 
germs may remain on toys of children for 
many months, especially if allowed to remain 
in some dark place. 

It is more prevalent in cities because of the 
crowded districts, bad hygiene and lowered 
resistance from lack of fresh air, and by com- 
ing in contact with more people are more like- 
ly to become infected by one of the “bacilli 
carriers.” 

Frequently there is an exudate found on 
the surface of the wound of tonsillectomy and 
adenectomy about the second or third day that 
very much resembles diphtheritic membrane, 
and in fact some cases have.been reported in 
which the infection of diphtheria took place on 
these raw surfaces. The bacilli diphtheria 
may have been present in the throat at the 
time of operation or gained entrance during 
or after the operation, only to find a fertile 
field to work in. This membrane may be strep- 
tococcic, but to be sure cultures should be 
made for the Klebs-Loeffler bacillus. 

TREATMENT, 

If all diphtheritic patients could be seen at 
the very beginning of the trouble, and diag- 
nosed diphtheria, then a sufficient amount of 
anti-toxin administered, there would rematu 
very little to be said relative to the treatment. 
Unfortunately this cannot be done in everv 
case, therefore it is necessary to outline a 
treatment. 

Prophylaxis should be carried out with 
every care. The patient should be isolated in 
a room without unnecessary fixtures, rugs, 
etc. Any doubtful cases that may be on hand, 
especially those with sore throat or bad cold, 
should be isolated until the nature of the 
trouble is determined. Every one that has 


been closely associated with the case, during 


its development, should receive a prophylactic 
dose of antitoxin, varying from 250 to 2,000 
units, according to the age. -.The. physician 
and nurse in charge of the case should use 
every precaution; the physician using a gown 
or rubber coat during his visits and bathing 
his face and hands in a bichloride of mercury 
solution before leaving the house. Another 
prophylactic measure that should be resorted 
to is the removal of all enlarged tonsils and 
adenoids, in order to render them less sus- 
ceptible to this disease as well as other dis- 
eases. This should not be advised to take 
place at an early date in those who have re- 
cently been expoesd to a case of diphtheria. 
Rest is one of the most essential features in 
the general management of this disease and 
the family should be told from the beginning 
that the patient will have to remain in bed for 
three or four weeks. In cases where the heart 
is weak and irregular, rest should be obtained 
by small doses of morphia. The room should | 
be kept at an even temperature and moist, es- 
pecially in the laryngeal type. The diet should 
be liquid and nutritious, using every means 
possible to sustain the vitality of the patient, 
the liquids best suited are milk, beef juice and 
egg albumen. Holt says “infants with diph- 
theria should be fed the breast milk from bot- 
tle on account of the liability of transferring 
the disease to the mothers while nursing.” 
Brandy or strychnine should be given in cases 
that demand stimulation, and in cases where 
the heart is weak and irregular give caffiene 
or digitalis with strychnine. The patient 
should be kept in bed three or four weeks, ac- 
cording to the severity of the attack, and we 
should always remember that the average time 
for the bacilli to persist in the throat is from 
22 to 23 days after the disappearance of the 
membrane, and they are very much more like- 
ly to persist longer in those cases with en- 
larged and ragged tonsils. 
Internal medication. The indications in 
this are to maintain the strength of the pa- 
tient, which should be done, as far as possible, 
by good nutritious diet. Of the medicines in 


a! 
' 
‘ 
4 
| 
it 
| 
4| 
] 
if 
| 
i! 


BRYAN: ETIOLOGY AND TREATMENT OF DIPHTHERIA. 


use bichloride of mercury in small doses, with 
tincture of chloride of iron and potassium 
chlorate seem to be the drugs mostly used. 
Others use calomel instead of bichloride. 
These remedies are supposed to have the 
effect of loosning the membrane. Some claim 
that potassium chlorate should not be used 
on account of irritating the kidneys and caus- 
ing nephritis. Quinine is claimed to act very 
well in some cases, the dose being 10 to 24 
grains in twenty-four hours. It is doubtful 
whether any of these remedies have any value 
except when used in conjunction with the 
anti-toxin; then they may be of some value. 
In laryngeal cases when the membrane loosens 
and is flapping in the throat then it is well to 
give emetics that they may throw the mem- 
brane off in vomiting. When the tempera- 
ture is high it is best controlled by baths; 
never. giving anti-pyretics on account of their 
depressing action on the heart, which is 
already in a weakened condition from the 
toxins. 

The local treatment is not carried out so ex- 
tensively now as it was before antitoxin was 
used. It should still be carried out, having 
in mind cleanliness and prevention of some of 
the membrane being aspirated into the lung 
and causing pneumonia. The cleanliness is 
best obtained by means of swabs, sprays or 
irrigation. There are many solutions in use 
for this, but the favorite ones seem to be 
bichloride of mercury (1:1000) and hydrogen 
dioxid (1:10). The hydrogen dioxid is 
preferable in some cases because it disinte- 
grates the membrane. 

After all that has been said relative to pro- 
phylaxis, general and local treatment, and in- 
ternal medication, we are now able to discuss 
the specific or antitoxin treatment. The two 
main points I wish to emphasize-in this treat- 
ment are: (1) Give the antitoxin early. (2) 
Give large doses. Dr. Ker in the London 


Practitioner says the results he expects from 
administering antitoxin are (1) “Limit the 
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spread of the membrane; (2) break up the 
false membrane, and (3) neutralize the tox- 
ins.” 

As an average dose he gives 8,000 units 
and in cases where it is only diagnosed by 
bacteriological examinations he gives 1,500 
units as a minimum dose. 

The importance of giving the antitoxia 
early is clearly shown by a report of the Penn- 
sylvania State Board of Health (1907). Out 
of 3,463 receiving the antitoxin on the first 
day there was a death rate or 4.59 per cent. 
Out of the 1,139 receiving the antitoxin on 
the second day there was a death rate of 8.77 
per cent. Out of 403 receiving the antitoxin 
on the third day there was death rate of 
13.64 per cent. Out of 136 receiving the anti- 
toxin on the fourth day there was a death 
rate of 23.52 per cent. This shows clearly the 
increase in mortality the later the antitoxin 
is given. 

The amount of antitoxin administered ac- 
cording to French must be “sufficient to pro- 
duce the characteristic shriveling of the mem- 
brane, corection of the fetid odor, and im- 
provement of the general condition.” The 
severity of the case must be the guide as ‘o 
the amount given, and remember that it is 
much safer to give large doses than to risk 
small ones. French says, “3,000 to 5,000 
should be given at the outset in cases with 
laryngeal stenosis, and in most nasal cases 
and repeated at intervals of six to twelve 
hours until the characteristic results are ob- 
tained, or until 50,000 to 70,000 units have 
been given.” 

The serum is given in the subcutaneous cel- 
lular tissue of the abdomen, loin, shoulder or 
gluteal regions after thoroughly cleansing the 
part. 

Some men are now recommending the in- 
travenous injection of the antitoxin in very 
severe cases, when seen late. This way the 
antitoxin is placed directly in contact with the 
toxin circulating in the blood, while if injected 
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subcutaneously it may take several hours to be 
absorbed and the patient die before it has 
effect. 

Some additional treatment that is necessary 
in larnygeal diphtheria is moist inhalations, 
and if the case grows so bad as to cause very 


much obstruction and distress intubation 
should be done and antitoxin given at once in 
heroic doses. In other cases where intubation 
cannot be done or in cases where there is very 
little result from intubation then tracheotomy 
must be resorted to. 
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It is the custom for presidential 
similar addresses to consist largely of taking 
stock and marking the steps of progress. In 
more or less accordance with such habit, I 
take the liberty of calling your attention to the 
neurotic, the one patient who belongs to all 
of us—general practitioner, surgeon and spe- 
cialist alike. It might not be far wrong to 
say that more people in these modern times 
neeil something done for their unstable and 
erratic nervous systems than for any one or- 
ganic disease, and yet I feel very sure that we 
are falling far short of treating them to the 
best advantage, both for their own good and 

for the honor of our profession. For it is out 
of the profession’s capital failure to give such 
patients what they want and need, and what 
they have a right to have that comes the enor- 
mous success of the many faith cures, such 
as. Christian Science, Dowieism, New 
Thought, etc. The susceptible and unin- 
formed layman can see no difference between 
‘the disordered function that faith or sug- 
gestion can cure, and the organic or infectious 
process over which such measures have no 
possible control. A cure is to him a cure, 
and the facts of cures by Christian Science 
and similar methods are just as well authen- 
ticate as any that medicine can claim. It is 
our fault that these things have secured sucha 
vogue. If our medical schools had taught the 
influence of the mind on the functions of the 
body, the lasting and evil effect of fixed mor- 
bil ideas, with one-tenth the zeal they have 
taught pathology, the Christian Science tem- 
ple of Boston would not stand there today a 
monument to our neglect of a very proper field 
for our instruction and our practice. It is not 
enough to say that we always told these 
patients that their troubles were simply ner- 
vous, Nervous people suffer as genuinely as 
anybody, and the fact that one is bed-ridden 
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this morning and goes to a tea this afternoon 
may tax our patience and rob them of our 
sympathy, but it does not disprove the reality 
of their symptom,s whether these be pain, 
mental depression, sense of utter exhaustion, 
or what not. Where we have erred is in not 
trying to get some understanding of the 
scientific principle at the basis of such ‘com- 
plaints, for all things have a cause, and these 
sometimes ridiculous and inconsistent  suf- 
erers come to their condition by way of 
cause and effect. 

I believe that in the near future these for- 


‘bidding phenomena are going to be the sub- 


jects of successful study and more or less 
satisfactory cure by really scientific methods, 
and I thought it might not be out of place 
to call your attention to some of the general 
as well as particular features of the subject. 
It is not necessary to speak at any great length 
in the effort to identify these patients to you. 
Everybody that does a general practice, and 
all the surgeons and nervous specialists know 
them only too well. They are men, women 
and children. Men and children constitute 
only a minority of the cases, the majority 
being women. They are, in most cases, the 
children of neurotic or at least nervous par- 
ents; only too often their domestic and schooi 
relations and experiences have been such as 
intensify the instability of the nervous system, 
and as a result they grow up to occupy a very 
definite place in one of three groups—exclud- 
ing for our purpose any of so-called unso.:nd 
mind. They are, first, simply nervous people 
their nervousness manifesting itself in many 
ways; or they are more or less pronounced 
neurasthenics, or, thirdly, they are hysterics 
of mild or grave type. The simply nervots 
patient may be a joy and a comfort to a phy- 
sician, compared with the neurasthenic and 
the hysteric. They recognize fully their trou- 
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ble, and learn to try to correct their nervous- 
ness, realizing their tendency to take life too 
seriously, to attach undue importance to a 
hundred little occurrences that should give 
them no concern. The nervous man or woman 
may be among our most satisfactory patients, 
accepting our services gladly, not expecting 
too much of us, and cheerfully giving us 
credit for being a great comfort to himself 
and his family. They may come from time to 
time with complaints about certain organs, 
but they are usually easily reassured and are 
already half convinced themselves that their 
trouble is not serious, Such people are very 
often the most efficient and capable people of 
a community, doing an amount of work that 
is astonishing, and bearing their share of the 
burdens of family, church or state. They are 
solicitous, often unnecessarily so, about their 
family’s health, or perhaps their own health, 
but not with a morbid and unreasonable in- 
sistence. All of us can satisfy these patients 
by a little tact and sympathy, never scolding, 
and never seeming inattentive to their wishes. 
Moreover, we usually understand them; that 
is, we make a proper diagnosis and our treat- 
ment is directed on rational lines. The pa- 
tient, in fact, usually makes a diagnosis for us. 
His symptoms are only temporary, they grow 
directly out of some trifling circumstance, and 
he realizes that it is his nervousness that mag- 
nifies them. 

The next type, the neurasthenic, is some- 
thing very different. He may not be nervous 
in the usual sense of that word—often is not. 
On the other hand, he may appear to be stolid 
and lethargic and appear to have no nerves. 
His great symptom is incapacity; incapacity 
of mind and body. Thinking tires him, read- 
ing tires him, listening tires him, walking or 
playing cards tires him; being alone annoys 
him, being in a crowd annoys him; his diges- 
tion is poor or he thinks it is, so he eats lit- 
tle. He has headache, backache. He does 
not sleep. He is constipated. 

Does he come complaining of all these 
things? He may, if he has studied himself 


pretty well. But he may not exhibit all these 
evidences of nervous incapacity, unless his 
case is very marked. More often the symp- 
toms point to impaired function of certain 
organs, and the patient complains of head- 
aches and spinal pains, or his chief complaint 
is that he cannot sleep, or of loss of appetite 
and indigestion, with constipation. If a 
woman, she has ovarian disease or mucous 
colitis and tender appendix. Backache you 
can always depend on. You feel for the right 
kidney with great confidence, and perhaps her 
stomach lies low. Now, what does the un- 
suspecting physician do? He looks at his 
patient under high power, and only sees those 
organs thrust under his gaze. So he pro- 
ceeds to treat the stomach with douchings and 
diets and drugs, probably accepts the patient’s 
statement that he has no appetite as a guide 
to light diet, when what the patient needs is 
a full diet to restore bodily vigor—nervous 
vigor following the increase in weight—which 
it will do, in the great majority of cases. The 
headaches we may consider toxic, and put 
a patient through all sorts of restricted diet. 
Then there comes electricity for the spine, 
tampons for the ovaries, bromides for sleep- 
lessness, valerian and three bromides for the 
nervousness. We make a vaginal examina- 
tion; the patient jumps, and we frown, and 
say what a tender and sensitive ovary! Pos- 
sibly, it has a Graafian Follicle in it! Then 
some more tampons, and as last resort, the 
surgeon who resects the poor little ovary, 
throws away the horrid cyst. Does the patient 
improve? Yes, for a while. Haven’t we told 
her she would, and will she not be accommo- 
dating? And has she not had rest and 
douches? Has she not been away from home, 
and the worries incident to home life, and 
given her racked nervous system time to re- 
cuperate? Yes, she is better, for awhile. But 
she soon comes back; possibly you have 
stitched up the kidney and removed the appen- 
dix, but then you can work freely on the 
mumous colitis, and give her electricity for her 
spine. Finally, in an inspired moment, you 


7 
' 
il j 
41] 
i 
4 
! 
i 
i 
] 
I 


tell her that you believe many of her symp- 
toms are nervous; that she suffered so long 
from that old kidney and ovarian trouble that 
her nervous system has become impoverished, 
and you think she should go to some health 
resort. The neurotic’s appendix may need re- 
moving, and she may have a cyst on the 
ovary and need a dilatation, but to do these 
things and leave her to think she may expect 
health is not fair. In fact, I believe that only 
after the most thorough analysis of such a 
case, and the clear establishment of cause, 
should we advise surgery at all. In most of 
the cases in which there have been four or five 
operations at one sitting, you can almost feel 
assured that some gross error has been com- 
mitted. They will most assuredly come and 
piague you again. The surgeon that regards 
tenderness as a sign of inflammation is going 
to have to eat a good deal of crow or stretch 
his imagination in detecting evidences of in- 
flammation when he holds the specimen in his 
hands. How many general practitioners and 
specialists are daily treating affections of the 
stomach, the heart, pelvic organs, spine and 
to a less degree many other structures with- 
out knowing that those organs are, to a large 
extent, mere excuses, mere easy modes of 
expressing the functional weakness not origi- 
nally connected with those organs at all— 
merely something to lay a complaint on—when 
the real trouble is in the mind. While some 
physicians are fully convinced of the nature 
of the underlying trouble, and fully advised of 
the processes of mind by which errors are 
believed by the patient to exist in certain 
organs, and also that those errors will not 
be properly corrected, except through the 
nervous system, still we have not the courage 
to be frank with such patients and lay before 
them the real nature of the trouble, including 
the steps and the conditions of satisfactory 
cure. It is not an uncommon thing for a 
patient suffering with chronic disturbance of 
some of his functions to declare that he be- 
lieves the whole thing is nervous. But such 
frankness is not always exhibited by the pa- 
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tient. Far oftener we are warned that we 
must not say that such and such disorder is all 
nervous. “Say anything you please, doctor, 
but don’t say that I am hysterical or nervous.” 
Various agencies are at work to prevail upon 
us to make a diagnosis of organic disease, 
when only functional disorder is present. 
Once in a while we are very positive a case 
is one of hysteria, when the result proves 
we were woefully mistaken. This is one rea- 
son. Another is the fear of offending a pa- 
tient by saying she is nervous. Indeed, the 
diagnosis of functional disturbance is a risky 
one to make, and should only come after thor- 
ough examination, and as thorough study of 
the individuality of the patient as possible. 
We all know that the dividing line between 
functional and organic disease of the stomach, 
for instance, is sha:lowy, and we hesitate, in 
the absence of perfectly definite symptoms, to 
make one or the other diagnosis. It is hazar- 
Cous to tell a patient to ignore a spinal pain 
when that pain might be due to tumor or other 
organic cause. It is hazardous to tell a 
dyspeptic to ignore selections of diet and eat 
everything, when the symptoms might be due 
to an unobtrusive type of ulcer. It is obvious 
that in such dilemma the need of positive diag- 
nosis is imperative, an end that, in many 
cases, the refinements of modern diagnosis 
have not enabled us to reach. In fact, I think 
I might safely say that a diagnosis of disease 
in neurotics is as often overlooked by the 
modernist who studies organs and their secre- 
tions as by the older school of practitioners 
who studied people. The point is that we must 
study both the organs and the p2tients who 
carry those organs about with them. The 
wisest, probably not the most successful, phy- 
sician is the one that can do both, and having 
made what he conceives to be a diagnosis, 
siates the whole thing plainly to the patient. 
I am aware that there are some cifcumstances 
under which it is unwise to tell ‘a patient 
the nature of his troubles, but in the type of 
patients under consideration I am not sure 
that we ought not to give up our present 
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habit—more or less universal amongst us, I 
being as guilty as most others—of hiding the 
true nature of these patients’ troubles from 
them—and go at once with their full knowl- 
edge and co-operation to the root of the evil 
and restore by what means we can a sound- 
ness of mind and a self-control that should 
belong to every son and daughter of Adam. 
But one says you cannot get their co-opera- 
tion. Occasionally that is true, but I believe 
only ocasionally. We have only to look about 
us and observe the popularity of the various 
mind cures, some with one feature and some 
with another, to see that people—especially 
this very class of people—are easily convinced 
of the unreality of their ailments, and are 
ready to take hold of any line of treatment 
that will lead them to health and relief. Of 
course as long as we tell a patient that she 
has ovarian neuralgia from congested or 
cystic ovaries, and give her tampons and vi- 
burnum, or wash her stomach for chronic 
catarrh, and tell her that headaches are reflex 
and backache ditto, and never tell her that all 
these symptoms are but the expression of a 
disordered or impoverished nervous system, 
we are falling just that far short of dealing 
with her as we should. Not that such treat- 
ment never does good; it often does. Such 
patients are susceptible; we can peck at the 
ovaries or stomach awhile, tell the patient 
how much the local condition has improved, 
and her receptive mind succumbs to our posi- 
tive manner and the suggestion conveyed by 
our air of knowing it all, and the sky bright- 
ens, pains depart, they eat more, are more 
cheerful, and all goes well for awhile. But 
she soon turns up with a new ailment, equally 
functional. Another patient is not so for- 
tunate; the attention once directed to some 
function by the physician, there it stays. He 
has said it is diseased, and diseased it must 
remain. The more treatment, the more pro- 
nounced the symptoms. I am as guilty as 
any one of such practices. Possibly I have 


been impressed more than some others with 
the error of making much of functional dis- 


turbances and hastening to their treatment, 
with not so much as a frank talk with the 
patient about the real cause of the whole 
trouble. But this impression has not given 
me the courage I ought to have. I still dally 
with the truth, and I still permit myself to 
accept what is often the patient’s diagnosis, 
instead of my own, and against my better 
judgment institute lines of treatment that I 
am not proud to acknowledge. More than 
that, I yield my consent to surgical procedures 
of the ultimate value of which I am by no 
means assured. My hesitation comes of two 
things: First, my belief and hope that with 
time, suggestive treatment, with the aid of 
drugs and measures, change of surroundings, 
etc., my patient may be restored to complete 
or partial health; second, my conviction that 
as a psychotherapeutist, pure and simple, I 
should be a failure. I am not here speaking 
of that kind of psychotherapy that grows out 
of the patient’s confidence in his doctor; out 
of the physician’s assurance that this medicine 
will certainly help one sleep or aid digestion. 
We all are possessed of some such skill. The 
patient is relieved and never knows that he is 
the victim of suggestion. I refer to that 
higher type of psychotherapy that deals with 
a hysteric or neurasthenic, just as it would 
one with tonsillitis, explaining the whole dis- 
ease, how it arises and how it takes different 
forms, how all symptoms are mental, or at 
least nervous, and how it is that they simulate 
so closely the symtoms of organic or serious 
disease. This kind of psychotherapy, to be 
successful, requires, I believe, especial skill— 
a skill that I think few of us have—myself 
least of all. And yet I believe it is what we 
should all aim at. It at least has the attri- 
bute of honesty and fair dealing with those 
who pay us for our time and effort, and who 
have a right to the truth. 

Its successful practice requires a knowledge 
of human nature, its strength and its weak- 
ness; some knowledge of psychology; above 
all, patience and perseverance, an ardent faith 
in the value of the means being used. Prob- 
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ably we are going to have specialists in psy- 
chotherapy for the more intractable cases, and 
I think such will be the solution ; when instead 
of the general practitioner sending his neu- 
rasthenic to the stomach specialist, or the 
gynecologist or appendecticist, or the heart 
specialist, he will send him where he belongs 
—to the psychotherapeutist. The chief trou- 
ble about this is that will reduce the sale of 
bromides, valerian, nux vomica, charcoa!, vi- 
burnum, boroglyceride and stomach tubes. I 
do not intend to say that psychotherapy is not 
properly practiced, but I am sure one can 
almost count on his fingers the men in this 
country who practice it on the highest plane, 
that is by reasoning and persuasion with the 
patient, putting the burden of restoration on 
the patient himself. So-called mental healing 
is of great antiquity, and like the comets—a 
wave comes across the medical firmament at 
more or less calculable intervals, and takes 
different forms. As practiced, psychotherapy 
has had three accepted methods: (1) Hvypno- 
tism, (2) suggestion, (3) educational and per- 
suasive measures. Hypnotism had its greatest 
wave of popularity many years ago, and like 
all new means of therapy, was expected to do 
wonders, and in a way it did do wonders, but 
as a means of giving permanent relief to neu- 
rotics it proved to be a failure, often intensi- 
fying the nervous state. Itshas now become 
largely discredited as a therapeutic measure. 
Simple suggestion, based on the idea that 
the great majority of people are open to sug- 
gestion, took the place of hypnosis, and has 
been much more successful in dissipating the 
morbid mental states forming such a promi- 
nent feature of many neurotics. Suggestion, 
isolation, with rest and forced feeding, fol- 
lowed by diverting occupation, have been pop- 
ular and have done wonderful things for the 
class properly called neurasthenics, with cer- 
tain psychic features. 


In the last few years there has arisen a new 
school of psychic healers, represented in its 
purest and most scientific form by DuBois of 
Bern; less satisfactorily by Schofleld, of 


England. It has had strong advocates in 
Paris and other large cities of Europe. Its 
truths and its practice have been appropriated 
in this country by Putnam, Prince, and many 
others. The keynote of this school of therapy 
is education followed by persuasion. An effort 
is made to enlighten the patient in the real 
nature of his case, explaining to him in detail 
how the mind influences the functions of the 
body, particularly the digestive organs, the 
heart and vaso-motor system and the nervous: 
system. Separating the false from the true, 
the real from the imaginary, the patient comes: 
to appreciate the unreasonableness of many 
of his symptoms, acquires hope and courage, 
believes he is going to get well, and when he 
reaches this point, the rest is more or less 
easy. It may take many conferences to bring 
patient and doctor to common ground, but in 
most cases it can be done. 

DuBois says: “I have shown that in this 
educational influence exercised on the patients 
afflicted with the various functional troubles of 
the digestive apparatus, heart or respiratory 
system, there is always an element of sugges- 
tion. To arouse in the patient a conviction of 
cure is the fundamental indication, It is im- 
possible for me some times to keep the patient 
from reaching this conviction by blind faith, 
but the fault must be imputed to the subject. 
Personally, I take care that my statements are 
rationally founded, I transmit to the patients 
only such convictions as are based on my 
psychological or physiological views. I try to 
make the patients follow the same paths, to 
explain, and to make him understand as clear- 
ly as possible the influence of mental represen- 
tations on organic functions.” As his lan- - 
guage implies, DuBois brings to his aid only 
physiology and psychology, or, in one word, 
philosophy. He says there is no need of the 
religious element, though he interposes no 
objection to religious influence. He simply 


regards it as unnecessary, and as further lim- 
iting the beneficial effects, if one is not 2 
believer. And perhaps a religious person who 
does not receive a cure may come to doubt 
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both God and man. This seems to be the cor- 
rect view. It is not possible to go at any 
length into the practical application of Du- 
Bois’ methods detailed in his book. What im- 
presses one most favorably is the strictly 
scientific tone that pervades all he says and 
does. He believes fully in the wonderful 
effect of mind over bodily functions, and 
cqually strongly he believes in the mind’s 
power to cure practically all such disturb- 
ances. He is an enthusiast, and he may seem 
to claim some things that you and I would 
regard as doubtful, but one cannot help ad- 
mire his straightforward way of dealing with 
his patients. He applies the treatment to the 
many types of simple nervousness, with their 
temporary functional disturbances; to hys- 
teria in all of its manifestations; hysterical 
cases often requiring the most subtle psychic 
analysis—an analysis that I think would be 
practically impossible to one not especially 
gifted in psychological study; to neurasthenia 
in all its protean manifestations—somatic and 
mental, and lastly to the psychasthenics—bor- 
dering on the domain of the insane. DuBois 
seems never to doubt the value of mental 
therapy to cure mental ills. High frequency 
currents and static sparks have no place in 
his treatment. Stomach tubes and digestive 
ferments gather dust, but not the kind of 
cust they gather for you and me. Even laxa- 
tives and hypnotics he absolutely discards. 
Psychotherapy, pure and simple, for psychic 
ills; nothing mysterious ; nothing hidden, even 
from tne patient. Quite a rebuke to those of 
us that give blank hypos or bread pills, and 
in many other ways convey to our patients 
suggestions we have not the courage to be 
perfectly honest about. 

Now, I would not have you think that I 
believe in not treating these patients at all by 
ordinary means. In my ignorance of psycho- 
therapy, as practiced by masters, I have to 


resort to the usual means—sometimes even 
surgical means. I do believe, however, that 
we should quit putting the cart before the 
horse; be perfectly frank with these people, 


and tell them that their chief and underlying 
trouble is mental, and that our present effort 
is by indirect or direct eduactional means to 
restore the mind to something like the nor- 
mal. : 

There is a very valid reason for the exist- 
ence of sanatoria for the treatment of neu- 
rotics, and I know that some are much helped 
by their trips to popular health resorts. But 
I think they often make a narrow escape, for 
they come back sometimes reporting most 
absurd diagnoses. In too many. cases the 
organic nature of their complaints is insisted 
on, and the relief they obtain is credited to 
the unusual skill in the application of medical 
or physical therapeutics. It is not because 
they have the best possible treatment, but 
because they secure bodily and mental rest and 
diversion. Their susceptible minds receive 
suggestions from new and pleasing personali- 
ties. They are told that “everybody gets well 
here.” They are deluged with physical thera- 
peutics from salt glows to beautiful sunsets, 
and they come away feeling better, and they 
are better. But how much permanent good is 
done? How much better grasp have they on 
themselves? Are they any more successful in 
the presence of some new functional disturb- 
anec than formerly? I think not. In fact, I 
think they are often rather more egoist‘c 
and self-centered, considering the number of 
patent foods and special exercises they bring 
back with them upon which to build their 
hopes for future health. Sooner or later they 
are in your waiting-room. There is indeed 
a great field for sanatoria for neurotics, but 
the maximum good is only going to be done 
when the physicians in charge of these insti- 
tutions learn that mental therapeutics must 
be on the square, and that other means, rest, 
overfeeding and various local treatments, must 
be strictly subsidiary to educational measures 
directed to the mind itself. 

IT am a firm believer in the future of psy- 
chotherapy conducted as hinted at here. But 
as I have resisted the temptation to see the 
millennium come by way of electricity, Wood- 
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bridge, creosote, soluble iodine, plycero-phos- 
phates, proto-neclein or the X-rays, so I hope 
to keep steady in the boat and not see too 
much in this new measure. I am only too 
thoroughly convinced of the ineradicableness 
of many stigmata of the neurotic tempera- 
ment. If we could give the child new parents, 
reconstruct his childhood and _ school-days, 
readjust his various social relationships, we 
might expect real cures. The best that most 
physicians can hope to do is by fair dealing, 
to have them see where they stan, then by 
cooperation, rather than sympathy or scold- 
ing, to bring them to a new power over their 
many weaknesses. The average practitioner’s 
best results will continue in the future, as in 
the past, to be secured in simple nervousness, 
the milder neurasthenics and milder hysterics. 
I fully believe that a more thorough study of 
psychology and psychological analysis in our 
schools, resulting in a better appreciation of 
the how, and the why, and the genuineness 
of these patients’ suffering will enable us all 
to deal more scientifically and more success- 
fully with those milder cases just referred to, 
and to just that extent we shall deplete the 
ranks of the Eddyites. But we shall not be 
able to do without many of the measures al- 
ready proven to be valuable, notably mental 
and bodily rest, occupation, diversion and 
wholesome ways of living—some being suita- 
ble to one case and some to another. These 
aids to cure are known to be of great value. 

In the fully confirmed neurotic the means 
of recovery is often to be sought in a more 
or less complete readjustment of our patient’s 
social relations, for out of taxing or annoy- 
ing social relations comes much of the ill- 
health. It is apparent that any system of 
therapeutics that upbuilds or remodels the 
individual must either modify his relations to 
his friends and family, or at least modify his 
mental attitude toward them; possibly both. 
The individual body is limited by the skin— 
but the ego, the mentality, the conscious and 
subconscious self has no such material limita- 
tions. I think there may be a more or less 


strong suspicion that mental therapeutics is 
something new. The fact is there has always 
been some psychotherapy mixed up with medi- 
cine. It has often, however, been more or 
less based on superstition, and often closely 
related to religious beliefs. The practice, 
when not distinctly religious, has at least been 
empiric and frequently conducted by irregular 
and irresponsible cults. This has had a ten- 
dency to make scientific men skeptical about 
its value, and the best men in our profession 
have assumed a rather disdainful attitude 
toward it. The problem now before the medi- 
cal world is to elevate psychotherapy to its 
proper place as a genuinely scientific pro- 
cedure. The workings of the conscious and 
the subconscious mind, while obscure and for- 
bidding, must be analyzed like all other phe- 
nomena, and I doubt not that in time order 
will come out of chaos. There is no fact in 
nature so high or so low that it may not prop- 
erly be a subject for scientific inquiry, Lord 
Kelvin says: “Science is under bonds, by the 
eternal principle of honor, to look fearlessly 
into the face of every problem that is pre- 
sented to her.” 
THE EMMANUEL MOVEMENT. 


Nothing in the history of the effort to care 
for and heal the troub'es of the neurotic has 
more interest just now than the so-called 
Emmanuel Movement, a practice of spiritual 
treatment at a church of that name in Boston 
under the supervision of Dr. Worcester and 
his associate. This application of the spiritual 
and the religious element in psychotherapy 
has spread to many cities in our country, and 
has been written about extensively, both in 
the medical and the lay press. Medical opinion 
has differed widely as to the ultimate value 
of such treatment. There can be no doubt 
that as Dr. Worcester conceived it, and I may 
say as he practices it now, his treatment is 
open to very few objections. His idea all 
along has been to draw a sharp distinction 
between functional and organic diseases, and 
for the most part take charge only of those 
patients who have been carefully examined 
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by a competent physician, and referred to 
him for psychic treatment. This plan, it ap- 
pears, has not always been adhered to, and 
the Emmanuel practice has been criticized not 
only in some of its more vulnerable points, 
but many prominent physicians in Boston and 
elsewhere have disapproved of the movement 
in toto. Dr, Putnam, of Harvard, is quoted 
as considering the whole affair an injury to 
the progress of scientific medicine, especially 
neurology. “The crowd of untrained and un- 
fitted clergymen,” says he, “who at once jump 
into the role of medical men and preach and 
practice what they call psychotherapeutics, is 
going to do great harm, is an injury to the 
public welfare.” Many other neurologists and 
internists in Boston are equally outspoken in 
disapproval. However,, some very prominent 
and conservative men, notably Drs. Cabot, 
Pratt and Goldthwaite, of Boston, have from 


_the first approved of the general idea of per- 


mitting the minister to do what service he 
could to certain types of neurotics, and have 
consented to serve as a kind of advisory com- 
mittee to the Emmanuel pastors. They hold 
that the religious sentiments and motives may 
well be utilized in arousing courage and hope, 
in subduing the morbid and egoistic, and sub- 
stituting the cheerful and altruistic. The 
practice is now conducted under the following 
rules: (1) No person shall be received for 
treatment unless with the approval of and 
after having been thoroughly examined by 
his family physician, whose report of the ex- 
examination shall be filed with the minister’s 
records. (2) No patient shall be referred for 
diagnosis or treatment to any specialist or 
assistant save with the advice and consent 
of the patient’s own physician. (3) All pa- 


tients who are not under the care of a phy- 
sician -must choose one and put themselves 
under his care before they can receive instruc- 
tion at the Emmanuel Church. The British 
Medical Journal, after discussing the Em- 
manuel Movement, takes somewhat adverse 
grounds, and says: “The gift, real or sup- 
posed, of healing the spirit is sometimes dan- 
gerous to the possessor, and experience has 
shown that it very easily leads him to look 
upon the soul’s tenement of clay as an appa- 
nage of his spiritual kingdom.” Personally, 
I have grave doubts of the advisability of sur- 
rendering to the laity the care of such a 
large class of patients, though I am well 
aware that at present there are relatively few 
medical men who have the power of psycho- 
logical analysis, the tact and the temperament 
to successfully handle the more marked neu- 
rotics. It takes time and patience both in 
unlimited quantity. But it will be so easy 
for patient and lay healer to lose sight of 
their true relation to medicine; to magnify 
certain elements of the healing process, such 
as the personal or the religious, that the true 
scientific basis will be lost. There will result 
cults upon cults mostly based on some healer’s 
methods, and the final outcome will be chaos 
and to the detriment of our profession and 
the public welfare. It is our solemn duty to 
codify, so to speak, and systematize on a 
rational basis the knowledge of the charlatan, 
the quack, the Eddyite, the Dowieite, and put 
that knowledge in a form that will appeal 
to the common sense of the public, to the end 
that the neurotic, who is ever with us, may 
come into a reasonable share of health and 
happiness. 
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EYE INJURIES AND THEIR IMMEDIATE ATTENTION* 


CARL FOX, M.D., 


VISITING AURIST AND OCULIST TO ST. VINCENT’S HOSPITAL, BIRMINGHAM, ALA., AND EAST 
LAKE ORPHANS’ HOME, 


In a district depending upon industries of 
the character such as we do, where men han- 
dle high explosives as though play, where iron 
is king and coal the baron, injuries of all 
description are indeed common. [I shall en- 
deavor to speak of those met with most com- 
monly in my special field of work. 

The eye protected, as it is by the lids, those 
automatic shutters of our camera, frequently 
suffer many an injury that, if promptly at- 
tended and properly cared for, would save 
many a poor mortal from groping in dark- 
ness, and the State and community the burden 
of his and his family’s support. 

I shall begin with the lids and work in- 
wards, giving those common injuries so often 
found. 

The lids may be injured by punctured, in- 
cised, lacerated, contused wounds, by foreign 
bodies becoming imbedded in their structures 
or passing through, to be lodged in the orbital 
tissue or in the eye itself. 

Horizontal cuts are most favorable for heal- 
ing, doing so with practically no deformity 
or scar. Vertical and oblique ones call for 
accurate approximation to avoid deformity 
from which would follow an eversion or inver- 
sion of the lids. Where the tear duct is in- 
volved care must be taken to approximate the 
severed ends accurately, so as to give a free 
passageway for the tears, and this at times 
will demand all the ingenuity of the opthalmic 
surgeon. 

Another common injury to the eyelids are 
of the character of contusions, resulting most 
commonly from the forcible impact of another 
individual’s fist, causing immediate extravisa- 
tion of blood into the cellular tissues, result- 
ing in what is commonly known as “black- 
eye.” This may take on the form of an ecchy- 


mosis or hematoma. We must be careful to 


differentiate an ecchymosis due to a fracture 
at the base of the skull. This does not appear 
immediately and works from before backwards 
into the tissues of the lid. The treatment for 
contused wounds consist of ice compressed 
immediately, then afterwards hot compresses 
of lead and opium or a solution of subacetate 
of lead, teaspoonful to a quart of hot water 
or tincture hamanelis: If a hematoma, it is 
best to incise an evacuate blood clot. If an 
abscess forms, open up and drain as in any 
other locality. 

Burns of the lids are common. Those of 
the first and second degree rarely cause much 
deformity, but where the deeper tissues are 
involved, we must endeavor to avoid all ad- 
hesions, which would result in a deformity of* 
the contour of the lid. 

Foreign bodies, such as gunpowder and coal 
dust, can be picked out, removed with electric 
needle, though I have found—especially for 
powder and coal dust—that the use of hydro- 
gen dioxide immediately, and afterwards, will 
clear up these marks. 

Foreign bodies on or in the conjunctiva are 
the cause of most trouble of traumatic origin 
in this region. The common symptoms of 
same are those of pain, scratching photopho- 
bia, lacramation and blephorospasm. If sit- 
uated in the lower cul de sac they are easily 
removed. Usually the tears will wash them 
away, Or if not, the flushing with some bland 
solution will readily remove them unless im- 
bedded firmly in the tissue. If in the upper 
fornix eversion of the lid, will readily show 
same, which can be easily removed with a 
cotton swab. Burns of this part of the eye 
are indeed serious, especially those resulting 
from chemical or molten metal. If acid is the 
cause of a burn, a I per cent solution of bicar- 
bonate of soda or potassium bicarbonate will 
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readily neutralize the acid, and some bland 
ointment can be then applied, such as vaseline, 
a 3 per cent solution of iodoform in castor oil 
or yellow oxide of mercury one grain to the 
dram of vaseline. If due to a hot metal, same 
should be immediately removed and treated as 
above. Burns of the eye caused by lime should 
be flushed immediately with cold water, there- 
by removing all particles of offending sub- 
stance and relieving the heat formed by the 
oxide of calcium coming in contact with the 
tears. Holocain instilled in the eye will relieve 
pain, using ice compressed to control inflam- 
mation and one of the bland ointment above 
mentioned in the cul de sac. It is advisable 
to pass a probe into the fornices frequently 
to avoid adhesions, Coover & Black advise 
the use of the egg film over burn parts, there- 
by keeping the two raw surfaces separated. 
Gunpowder and coal dust are readily removed 
by the use of a 20 per cent solution of hydro- 
gen dioxide rubbed gently into each powder 
burn, which will soften same, and then it may 
by removed by gentle picking. 

The cornea, from its exposed position, is 
very liable to injury, especially the imbedding 
of a foreign body. Injuries due to heat and 
chemicals manifest as a rule the same symp- 
toms, though more aggravated, as already 
mentioned in speaking of conjunctival inju- 
ries. The same treatment here is pursued with 
the addition of a weak solution of atropia. 

Injuries of the cornea of the new-born are 
at times met with where instruments have keen 
used, the eyelids and conjunctiva are also 
bruised. The resulting scar is usually oblique 
and disappears in the course of a few weeks. 

Scratches of the cronea by the finger nails, 
pins or sharp edge of a paper are frequently 
met with and are indeed quite painful and 
at times may cause serious results, especially 
if infection gains entrance. Instil a weak 
solution of atropine sulphate after having 
cleansed the eye, and if very painful, a few 
minims of a weak solution f holocain or dio- 
nin. smoked glasses to protect the eyes from 
the glare, and if very painful it would be best 


to put on a light dressing for a day or two. 
Flying coal, bruising the cornea, has caused 
several eyes to be damaged in my experience. 
Denuiled areas of the cornea which cannot be 
readily seen by either direct or oblique illumi- 
nation, can be easily outlined with a few drops 
of a solution of fluorescin. We should always 
bear in mind the possibility of these corneal 
wounds becoming infected and the liability of 
infection spreading to the deeper structures. 
Deep woun:'s of the cornea will leave more 
or less scar, which as time passes will become 
fainter. I have found dionin in strength from 
5 to 15 per cent, either in ointment or solu- 
tion, a great aid in the removal of recent 
sears. Those wounds which penetrate the 
cornea are serious from the resulting loss of 
vitreous, protrusion o firis and lens, and from 
the possibility of infection being carried in. 
Give immediate relief by the use of cocaine or 
preferably holocain; cleanse with some mild 
antiseptic solution, instil atropia and apply a 
light compress dressing. If area is infected, 
destroy the infected region either with cur- 
rette, actual cautery, carbolic acid followed 
by alcohol, or tincture of iodine. An applica- 
tion of a 10 or 20 per cent acetic acid to 
infected region gives good results. Of course, 
the eye should have been cocanized first. If 
the iris is prolapsed, same should be imme- 
diately clipped off. Another accident rather 
rare to the cornea is a hemorrhage into the 
layers of this tissue. This gradually will 
spread until the whole cornea is involved. Ab- 
sorption usually takes place in from two to 
four weeks, leaving a pigmentation of the 
cornea. 

Foreign bodies imbedded superficially and 
free from infection, if carefully removed, 
usually cause no permanent injury. If, how- 
ever, they are infected, rapid destruction cf 
the cornea tissue may follow. Foreign bodies 
are best seen by oblique illumination. At times 
they can only be made out by the use of a few 
drops of fluorescin. Cocanize the eye with 
a I or 2 per cent solution, waiting four or five 
minutes for the same to take effect, then with 
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a light cotton swab endeavor to remove the 
foreign substance. If firmly imbedded, a spud 
or cataract knife should be used to remove 
same; one should be very particular not to 
denude any more of the cornea than abso- 
lutely necessary. 

Injuries to the iris anid ciliary body are 
usually accompanied by some damage to the 
other parts of the eye. The tearing of the iris 
from ciliary body is not very rare. It is 
known as Iridodalysis, usually follows lace- 
rated wounds and blows; sometimes occurs 
while performing operations due to the pa- 
tient’s resistance. It may be slight and hid- 
den for the time being by hemorrhage or may 
involve the whole, causing complete separa- 
tion from its ciliary attachments. Atropia 
should be instilled, protrusion through the 
cornea should be cut off (never replaced), eye 
bandaged and patient put to bed. 

Copper is the most violent foreign body that 
can become imbedded in the iris, and same 
should be removed immediately. Frequently 
iron, steel and small slivers of glass may re- 
main in the iris indefinitely without causing 
trouble. Of course, it is best to endeavor to 
remove such substance immediately through 
the wound of entrance, endeavoring to pick 
same up with small iris forceps, or if steel 
or iron, by the magnet. If firmly lodged an: 
impossible to remove, iridectomy should be 
performed. I have found it best to leave alone 
all particles of powder imbedded in the iris. 

Injuries of the ciliary region are the most 
dangerous of any met with, being prone to 
set up sympathetic ophthalmia. The iris an‘ 
lens are almost invariably injured at the same 
time. Where a foreign body becomes im- 
bedded in the ciliary body and carries no in- 
tection with it, its removal should be at- 
tempted immediately and a useful eye may be 
obtained, though at times a slow iridocyclitis 
may follow. The wound in the sclera should 


be covered by conjunctival flap; cleanse eye, 
atropia, bandage, rest in bed and mercurial 
purges are indicated. 

Wounds of the sclera are either lacerated 
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burns or bruises, it nay be ruptured by a 
direct blow, the resulting tear is usually con- 
centric with the cornea, about two or three 
M. M. from Limbus. They may be classified 
as those without and with foreign bodies in 
eyeball. Both are serious and grave by the 
Camage which may have been done to the 
ciliary body, choroid and retina, and the pos- 
sibility of infection having gained entrance. 
The loss of vitreous, accompanied either with 
or without the protrusion of the lens, causes 
the outlook to be dark. However, many an 
eye in which a portion of the vitreous has been 
lost, if properly attended to, may be capable 
of still being a useful organ. Large tears with 
considerable loss of vitrious, extensive dam- 
age to choroid and retina, either demand im- 
mediate enucleation or the modified Mules 
operation. If not so extensive, cleanse and 
bring the lips of the tear together with silk 
or catgut, and if no infection follows, useful 
vision may be had. In eyes damaged it is 
always best to wait a week or ten days unless 
conditions are quite bad before removing the 
eyeball. The eye should be cleansed daily, 
atropine instilled, a snug bandage kept on 
and absolute rest in bed. At times intra-ocular 
pressure may arise and secondary Glaucoma 
may ensue. Foreign bodies usually pass 
through the sclera, and I shall speak of the 
same later on under the subject of foreign 
bodies in the eyeball. If steel and iron are 
imbedded in the tissue itself the magnet will 
usually show the location. 

Choroidal wounds usually accompany those 
of the sclera with a secondary attachment. quite 
frequently of the retina. We may have a 
choroidal hemorrhage due to a blow or a per- 
forating wound; the blood usually becomes 
absorbed in the course of a month or. two, 
leaving a white atrophic spot. Rest in bed, 
atropine, dark room, sweats and purges are 
indicated. If near the Macula, vision will 
be damaged considerably. The pupil is fre- 
quently dilated, accompanied with paralysis 
of accommodation and vision greatly reduced. 

The lens may be dislocated by a blow, torn 
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completely from all its attachments, the ante- 
rior or posterior capsul may be ruptured with 
no visible external injury. We _ frequently 
have penetrating wounds involving the lens, 
especially those due to a prick of a needle or 
a thorn. I recall one case where no other 
evidence of injury could be found than a 
minute prick in the cornea, passing through 
the pupil, involving the anterior capsul, leav- 
ing a small localized opacity of the lens which 
could only be noticed by ophthalmic exami- 
nation. At times, however, lens may rapidly 
swell, intra-ocular tension quickly rise, de- 
manding immediate extraction of lens. If a 
foreign body is imbedded in the lens the X- 
ray will frequently show same. 

I have now one case at the hospital, a miner, 
who, due to a premature explosion, had both 
eyes badly damaged, necessitating the re- 
moval of the right some two or three months 
ago. While the left was badly damaged, I 
did not remove it. The other day I extracted 
a cataractus lens from it and I believe he will 
have useful vision, though the iris is badly 
torn, the cornea full of hazy spots and sclera 
all peppered with powder. 

Injuries to the optic nerve usually occur 
where there has been some severe traumatism 
of the orbit involving the optic foramen. It 
may also be due to a stab wound severing the 
nerve. Ball reports two cases due to pistol 
shots. Injuries to the orbit are frequently 
found after close examination in what ap- 
pears to have been only a “black-eye,’ and 
on closer inspection the orbital walls are often 
found fractured. Where the fracture com- 
municates with the air spaces, we will have 
an emphysematous condition of tissue. Hot 
fomentation and pressure bandage are indi- 
cated. If the supra and infra orbital nerves 
are injured, anaesthesia of parts will follow, 
which may remain for some time. 


The subject of a foreign body in the eye- 
ball would involve quite a lengthy discussion, 
and in a paper of this character I am afraid 
it would consume too much time. However, 
I do not feel that I would have done justice 
to the subject without a few remarks. We 
should positively determine whether there is 
the presence of a foreign body, the nature of 
same, the character of its entrance, and 
whether any infection is carried with it. The 
X-ray, as employed by Dr. Sweet, of Phila- 
delphia, is a great aid in the localization of 
the foreign body in the eyeball. It consists 
in taking usually of two or more negatives 
in different positions, and gives one a pretty 
accurate idea where the body is located. All 
foreign bodies ought to be removed if possi- 
ble; if steel or iron, the electric magnet will 
be of great assistance in the removal of same. 

I would add that all patients, regardless 
of their station in life, where an eye is so 
badly damaged, so much that we despair ab- 
solutely of any useful organ, I believe it to be 
the duty of the attending surgeon to allow a 
few days or a week’s grace, carefully observ- 
ing the offending eye daily before the enuclea- 
tion of same, as there always is the possibility 
of some useful vision being obtained. 

In summary, wherever eyes are injured, the 
character of same should be carefully noted, 
parts made as clean and aseptic as possible. If 
penetrating wound, determine whether any 
foreign body remains in the eye; if not, lips 
of wound should be closed. Where cornea or 
deeper structures are involved, atropine is 
usually indicated; dionen will usually give 
ease, eye snugly bandaged, and it is advisable 
to consult with some man devoting himself 
to this special field. 

Suite 607, Brown-Marx Building, Bir- 
mingham, Ala. 
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SURGICAL INTERVENTION IN TREATMENT OF NEURASTHENIC STATES* 


BY C. M, ROSSER, M.D., DALLAS, TEX. 


Taking literally the teaching of writers upon 
that type of neuroses, represented by neuras- 
thenia, surgery would seem to be exempt from 
responsibility, both as to cause and cure, 
since surgery perhaps is the more direct of 
modern science with which the profession is 
concerned, and that disorder is described as 
the most indefinite of the diseases of the 
catalogue. Writers have contented themselves 
to say, what might be more tersely put, as 
follows: ‘Neurasthenia is a deflection from 
normal physiological action, insiduous in ap- 
proach, vague in exhibition of indefinite 
course, obscure if not wanting in pathology, 
but of increasing prevalence, the treatment of 
which is ultimately rest.” They give un- 
stable heredity as the predisposing factor, 
and excessive exertion as the exciting cause. 
This description would, in itself, render such 
cases at once unpromising and unattractive, 
but if essentially burdensome, they are intrin- 
sically worthy, coming, as they do, for the 
most part, from the world’s unceasing work- 
ers, gathered from the several walks of life, 
and many, indeed, are martyrs to the people’s 
good through public progress. As a class, 
they pass from the physician to the neurolo- 
gist, the neurologist to the retreat or asy- 
lum, while others seek the surgeon, willing 
that he should find glory or they the grave. 
But the accepted theory which thus charges 
parentage and improvidence, while correct to 
a degree, is yet incomplete, leaving out of con- 
sideration many influences which, if other- 
wise exerted, would obtain different results. 
Certainly no force is so persistently faithful 


as inherent integrity, but the law of compen-_ 


sation familiarly observed throughout nature’s 
behavior, is, when appealed to, always com- 
forting. It must not be forgotten that stag- 
nation, induced by idleness, may influence as 


harmfully as the overstrain attendant upon 
excessive effort, the true philosophy requiring 
the maintainance of a parity between the pro- 
cesses of waste and repair, the work of our 
physiological clearing house. Those agen- 
cies or conditions, then, which disturb inju- 
riously this necessary equilibrium, whether by 
antecedent weakness, acquired habit or inter- 
current disease are to be classed as causes, 
and those methods which circumvent, coun- 
terbalance or remove them, should be included 
in all rational systems looking to relief. 

There is, therefore, something for the So- 
ciologist besides flaying and forefathers, and 
for the physician than to advise idleness and 
recommend rest. 

Ideal ideas would be competent more often 
if plans could be made practical, but the 
locally tired cannot always travel, the weary 
may not always suspend his labors any more 
than the already-here may return to be born 
again of more acceptable parentage and to 
more sustaining environments. Among the 
sterner realities of life there is sickness and 
suffering, and surgery is a practical art. It 
regards conditions as concrete facts and ap- 
plies itself to them as such. The relation, 
then, that surgery bears to neurasthenia de- 
pends upon the ability of the one to do in some 
definite way its duty toward a class of cases 
in which physical disorders are engendering 
or adding embarrassment to the vital forces, 
thus lessening resistance, increasing tissue 
waste, one or both, and usually both. 

The bank balance is reduced, both by failure 
of deposit and by checks drawn upon it, and 
this illustrates the double method of organic 
depletion to which references has been made. 
The two economic forces, which operate for 
the preservation of physiological ratio, are re- 
laxation as fully realized in sleep and nutrition, 


*Read before the St. Louis Meeting of the Southern Surgical and Gynecological Association. 
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the normal way of reproducing or replacing 
its losses, due to necessary elimination and 
natural decay. Interference with those bod- 
ily functions, in any degree, tends then toward 
exhaustion and must invariably precede its 
entire production, Individual resistance, aid 
offered, and the agencies utilized, will deter- 
mine the progress and the outcome of any con- 
test against impending collapse, and in no 
instance should the sufferer be rashly re- 
garded as a congenital defect, who has either 
been pre-ordained to defeat thereby, or whose 
lack of wisdom has led him to a point where 
nothing short of an abandonment of his am- 
bitions may restore to tolerable existence. 

The ruth is, neurasthenia is both a phycosis 
and a physical disorder, and these conditions 
are so interdependent that it is impossible to 
separate them. To illustrate: Disappointment 
leads to despondency, despondency to ill-diges- 
tion, these to insomnia, and the sufferer is 
fortunate, if after awhile, his physical dis- 
tresses growing out of mental disturbance, 
can be still classed as functional. Pain in- 
duces discomfort and disability, both of which 
interferes with glandular activity, retards 
healthful metabolism, and if long continued 
effects, in a more or less definite way, all bod- 
ily conditions. And so it must be that diseases 
which offend by disfigurement, discourage by 
disability, embarrass through systemic inocu- 
lation, or by actual inroads obstruct the dis- 
charge of such functions as result in health, 
are all liable as creators and conspirators. 

For these reasons surgery is positively con- 
cerned and may be associated with both the 
productions and progress of neurasthenia, as 
we shall now see. 

DerormitTiEs. Simple as may seem an ex- 
tensive burn upon an exposed surface it may, 
by occurrence, in sensitive persons, incline to 
a morbid mentality. Surgery, by skin graft- 
ing, holds the key as the only relief. STrasis- 
MUS, CLUB-FOOT, and other congenital deflec- 
tions are subject only to surgical correction, 
and should be prompted, if alone, for mental 
effects. GorTRE, now successfully removed by 


surgical methods, is both a mental menace and 
a physical forerunner of conditions too well 
known to need citation. 

STOMACH DILATATION, due to pyloric spasm 
or obstruction, and inanition from UNCURED 
ULCER, is accompanied by both distress and 
actual decline in vitality, and surgery alone 
may remove those causes. Disorder of the 
bile passages, which interfere by reflex meth- 
ols and with the production and distribution 
of that secretion, have recognized followings, 
which are fruitful of such results as surgical 
intervention may alone avoid. 

Stones or other infective agents in the renal 
system are, by the employment of X-ray and 
clinical examination, easily discovered and 
freely removable, and when remain produce 
pain and otherwise disturb those organs, which 
have no separate counterpart. Wovable kid- 
ney, if autodiscovered and particularly if 
erratic, centers a self-examination inconsistent 
with nerve equilibrium, and should be surgi- 
cally corrected. Chronically inflamed appen- 
dices by reflex disturbances invite indigestion 
and they are better out. 

Pelvic inflammations, due either to infec- 
tions or traumatisms, lead to engorgement and 
to a train of symptomatic distresses which, on 
account of the delicate adjustment of the ner- 
vous mechanism in that locality, will usually 
induce depression as an incident and disease 
if unduly prolonged. The same may be men- 
tioned in regard to rectal ailments, all except- 
ing the malignant types of which are quite 
susceptible to surgical relief. 

This review only indicates the few prominent 
conditions which are pertinent at this time, 
and a knowledge of their habits of chronicity, 
and some of them toward fatality in the not 
far future, suggests that for all reasons they 
be given surgical attention before the serious 
consegeunces shall have convened. We have 
heard much of preventive medicine and the 
applause to which it is entitled should, for the 
reason set forth, be extended to include pre- 
ventive surgery. 

Greater difficulty arises in instances where 
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a neurosis is already established, and the sur- 
geon finds, upon investigation, that the pa- 
tient’s complaints are altogether out of pro- 
portion to the indications presenting. The 
question also frequently comes whether there 
is, indeed, any surgical condition associated, 
and this will be perhaps as often negative 
than otherwise. In such an event the respon- 
sibility does not have surgical meaning, and 
the only thing that is left is a discharge of 
that obligation, which all men owe, to sub- 
stitute suggestive help for actual, when the 
latter would be inappropriate or impossible. 
There are cases, however, in distressing num- 
bers, which have progressed to a point of pusi- 
tive pathological derangement, due to the sev- 
eral associated activities which, if earlier han- 
dled, might have been surely helped, but 
which, having become established in an inva- 
lidism, will not likely entirely respond even if 
the causes, in so far as possible, shall have 
been removed. 

If there are functional disorders, the dis- 


turbance may be too long permitted, and then 
we must remember always that facts are not 
altered at all by our lack of information con- 
cerning them. : 

The problem presente: will be, how to in- 
sure against a surgical result that will not 
by failure to appreciably improve the studied 
symptoms further distress, discourage, and 
tend to destroy, and at the same time pre- 
serve a good conscience toward the afflicted, 
which we would, if possible, benefit, and 
toward the science which we must never dis- 
credit. It will be borne in mind that when 
adventitious embarrassment are implanted 
upon prenatal degeneracies, the same good re- 
sults are not to be expected. 

The rule, I think, should be to make that 
same careful clinical investigation of each 
case which would be encumbent, if complaints 
were not exaggerated, and then to operate 
upon the diseased condition found, if such are 
demonstrated, thus giving the patient always 
the benefit of any reasonable doubt. 
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“MEDICAL ETHICS AND COMMERCIALISM”* 


BY CHARLES M. EMMONS, M.D., LL.M., WASHINGTON, D, C. 


“The spirit of ethics is twin-sister to Re- 
ligion; the spirit of commercialism is cousin- 
german to the devil.” 

The subject I have chosen for this paper, 
“Medical Ethics and Commercialism,” was 
suggested to me by an advertisement appear- 
ing in the daily papers of this city several days 
since, offering employment, upon a salary, to 
a regular practicing physician, who was to 
devote part of his time to attending five hun- 
dred employees. This led me to make some 
investigation into the subject as to whether 
commercialism had invaded the domain of the 
ethics of the medical profession in this city, 
and, if so, to what extent; and the result of 
my hasty and limited inquiries has been griev- 
ous and astounding, evidencing such a de- 
parture from what I have been taught and 
believed were the established ethics and rules 
governing our profession and our association. 

I have no intention to enter upon a philo- 
sophical discussion of ethics, medical or other- 
wise; being among the younger members of 
this association, I would not presume so much. 
I only intend giving a straight-out, matter-of- 
fact talk upon a subject that in my opinion, 
and that of others to whom I have spoken, is 
of vital interest and importance to the pro- 
fession at large and our association in par- 
ticular. 


MEDICAL ETHICS. 


My conception of medical ethics, condensed 
into a single sentence, is a code of professional 
conduct, based upon the best wisdom, expe- 
rience and principles of the ages—transmitted 
like the common law providing for co-opera- 
tion of its votaries in the devotion of their 
powers and lives to the best good of humanity, 
and inculcating love and helpfulness to our 
fellows in the highest degree, uprightness and 


morality, unswerving honor, and absolute 
fidelity to trust and confidence. 


MEDICAL ASSOCIATIONS, 


Our associations, according to my under- 
standing, are formed with the view to fur- 
thering the best works on ethical lines, the. 
advancement of our profession, fraternal in- 
tercourse and the exchange of experience and 
information, mutual helpfulness and improve- 
ment, and, incidentally, the protection of its 
membership and the public from the abuses 
of charlatanism and malpractice. 


RULES AND REGULATIONS. 


Our laws, rules and regulations. are for- 
mulated upon the best reasoning, for the guid- 
ance of the membership in their professional 
practice and in their relationship and conduct 
towards each other; constituting a written 
agreement freely entered into, which each 
member pledges himself, on honor, to main- 
tain, and to which he promises to conform. 

I regret, in returning to my subject, that 
what I have to say may appear to reflect’ some- 
what upon fellow members of our association, 
and I wish to here preface my remarks with 
the sincere assurance that I recognize the 
vexatious fact that I am not above the least 
of my brethren in my own failures to measure 
up to the high ideals and requirements of our 
standard of ethics and expressed rules; al- 
though in my admiration for and loyalty to 
their beneficent tenets, I feel that I am not 
inferior to the greatest. 

It is unnecessary for me to quote at any 
length from our regulations or system of 
ethics anything relating to advertising or 
soliciting professional practice, and the charg- 
ing of fees. You are acquainted with all such 
provisions and can make your own applica- 


*Read before the Washington Medical and Surgical Society, November 23, 1908. 


i 

i 

i a 

4 

i 
; 

} 
' 
» 

t 

4 

| 


EMMONS: MEDICAL ETHICS AND COMMERCIALISM. 


tion to the facts I shall relate, to which I 
referred in opening. I will, however, make 
two or three brief quotations from our regu- 
lations which are specially in point. 

Section 9, Article 12, of our Regulations, 
reads as follows: “No member of this asso- 
ciation shall make a contract, expressed or 
implied, to attend an individual or family by 
the year, or on any terms other than those 
authorized by these regulations.” 

Gentlemen, are you aware that upwards of 
ten thousand persons in this city who are as 
able to pay for medical services as our average 
pay patient, are receiving medical attention 
and treatment from regular licensed physi- 
cians in general practice, whose average fee 
is about fifteen cents per call and prescription, 
received in guise of salaries under contract 
and employment agreements? And are you 
further aware that these physicians, so em- 
ployed and in receipt of these salaries under 
contract, by means of these arrangements ob- 
tain entree into the families of these patients 
and thus introduce themselves professionally 
to some thirty thousand other prospective and 
probable patients. 

Yes, some of you, if not all, have knowl- 
edge in a general way of these contracts and 
employments, but have never given any serious 
thought to the questions either as to whether 
they constitute a violation of our ethics and 
regulations ,and (what will be the inevitable 
consequence) whether they menace the con- 
sistency and stability of our association and 
our individual interests and well-being. 


AN ENTERED WEDGE. 


Gentlemen, we have here an entered wedge 
the spirit of commercialism, that unless 
promptly and decisively dealt with will split 
our association asunder, and cause us as indi- 
viduals to regard our ethics and regulations 
as a dead letter and to enter into competition 
(“for professional business”) on our own 
schemes and terms. 

At the forefront of this offering is the em- 
ployment of four members of this association 


851 


as police and fire surgeons by the District 
Commissioners at the salary of $600 per year, 
$50 per month. paid to them, in part for their 
professional attendance and treatment without 
any fee charge of some twelve hundred police- 
men and firemen, who all receive better com- 
pensation the year round than the larger class 
of our pay patients. 

And these policemen and firemen are thus 
unnecessarily pauperized by this free medical 
service. If their salaries are considered too 
small to enable them to pay for . medical 
services of their own selection, then increase 
them. And why free medical service only? 
Why not also free tailor, butcher, barber, 
grocer, lawyer, undertaker, etc.? The follow- 
ing facts are of interest in this connection: 

In our sister city of Baltimore I happen to 
know that with a population of 543,000, they 
have a police forec of 1,032; they have one 
chief surgeon at the salary of $1,500, and four 
assistant surgeons with the salary of $1,000 
each, who perform the usual duties of exam- 
ining applicants, etc., and also give surgical 
treatment when officers are injured in dis- 
charge of duty, but they don’t attend them 
when sick at their homes. 

Philadelphia, Pa., has a population of 
1,500,000, and the police force numbers 3,201. 
There is one chief surgeon who is paid a sal- 
ary of $2,500 for his whole time; he examines 
applicants, officers on sick leave, etc., but gives 
no free treatment, and the officers engage and 
pay their own physicians. 

There are 35 precinct surgeons = attend 
prisoners at the stations, for which service 
they are paid $1.00 per visit during office 
hours, and $2.00 per visit after office hours. 

In Boston, Mass., with a population of 
610,000, there is a police force of only 1,3¢8 
and no police surgeon is employed. When a 
physician is needed, the nearest one is called 
in and paid the regular fee, and the officers 
pay for their medical attendance. 

Jacksonville, Fla., with a population of 


60,000, has 82 policemen and six police sur- 
geons who treat injured officers for regular 
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fees, paid by the city, per bill rendered, but 
they do not attend officers when sick at hon. 

Columbus, Ohio, has a population of 185,- 
000 and only 200 policemen. Two police sur- 
geons are employed at a salary of $66.66 per 
month, who examine applicants and officers, 
but do not give free medical treatment. 
Officers pay their own selected physician. 

St. Louis, Mo., with a population of 
725,000, has 1,623 policeman and one police 
surgeon at a salary of 2,500. Officers pay 
their own physician. 

San Francisco, Cal., population 400,000 ; 
police force, 766. One police surgeon with 
a salary of $1,500, who examines applicants 
and inspects officers on sick list; no free treat- 
ment. The patrolmen are paid $1,464 per year 
and employ and pay their own physician. 

Louisville, Ky., popuiation 205,000, and 380 
policemen. Two police surgeons at salary of 
$75.00 per month. No free medical treatment 
for officers. 

Atlanta, Ga., population 120,000, 195 police- 
men. No police surgeon; no free medical 
treatment. 

Galveston, Tex., population 40,000, 55 
policemen. No police surgeon; no free medi- 
cal treatment. 

Salt Lake City, population 90,000, 65 police- 
men. No police surgeon; no free medical 
treatment. 

Trenton, N. J., population 100,000, police 
force 114. One police surgeon; does not give 
free medical treatment. 

Wilmington, Del., population 85,000, 90 
policemen. One police surgeon; does not give 
free medical treatment. 

Without citing further examples, the fore- 
going is sufficient to show that other cities 
with less favorable conditions manage the 
police question more economically and yet 
without disparaging the system of ethics and 
regulations of the Medical Association. 
Washington, with a population of some 330,- 
000, has 659 regular district policemen, and, 
in addition, nearly as many more employed by 


the general government as watchmen in the 
public buildings and grounds. 

And we have four police surgeons who 
examine men for appointment and discharge, 
etc., and give free medical service to the entire 
district police force and fire department, all 
for the salary of $50.00 per month, 

I cannot conceive how such a contract can 
be construed as conforming to our regula- 
tions and harmonizing with our system of 
ethics. 

And right here I must voice a_ protest 
against the general practice of our District 
Commissioners with relation to our profession, 
in every instance it underrates the value of our 
services and the importance and dignity of our 
institution. The physicians to the poor are 
paid like the ash man (only less), namely, one 
dollar a day when actually on duty. The 
physician to the jail is paid $1,000 per an- 
num, and must himself supply at his own 
cost the needed medicine for some 600 in- 
mates. And so it goes along the entire list of 
medical employment, bringing us down to the 
level of the man in our streets who, with 
broom and shovel, pushes the honey carts. 

It is not in a spirit of adverse criticism of 
our District Commissioners that I make the 
suggestion, that inasmuch as they expect our 
obedience to their numerous ordinances and 
mandates. They in turn should regard our 
rules and regulations not contrary to correct- 
ing medical ethics and the law of the land in 
adjusting matters affecting our substantial 
rights and the established usages of our pro- 
fession. 

If we are called to an impending death-bed, 
or to attend an approaching birth, we must 
regulate our speed to conform to the order 
of the Commissioners (unless perhaps we hap- 
pen to be in an automobile belonging to an 
immune official). And so, in all other re- 
spects, we are required to observe the man- 
dates of the Commissioners, and as good 
citizens we give strict obedience. 

But we constitute as substantial, responsi- 
ble, deserving and representative a body of 
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men as can be assembled together in this Dis- 
trict, and our ethics, rules and regulations are, 
to say the least, as well founded, just and 
reasonable as District ordinances, and it should 
be the desire as well as the duty of the Com- 
missioners to respect our laws and protect our 
interests in all questions of medical legislation 
and regulation. 

Following the official lead comes corpora- 
tions, associations and business firms with ein- 
ployees numbering from 500 to about 1,500, 
and aggregate about 10,000 beneficiaries, with 
physicians employed on similar terms as our 
police surgeons. The incidental charity of 
these arrangements would be commendable 
were it not for the animating and prevailing 
spirit of commercialism, both in the medical 
employer and _ servitor. 

God knows that, as true men and _ physi- 
cians, we are in sympathy with all charitable 
movements. And were our own individual 
acts of charity and benevolence published as 
are contributions to charitable funds, the daily 
papers could scarcely contain them all, and 
were our acts of heroism rewarded with 
medals, as are those good swimmers who 
plunge in and save a drowning man, some of 
our millionaires need look for no other outlet 
for their troublesome incomes. But our acts 
of helpfulness at risks repeatedly of our health 
and lives, are unheralded, unnoticed and un- 
sung. I speak from personal knowledge, ob- 
servation and experience of my comparatively 
short practice of fifteen years. What innu- 
merable heroic incidents could not my elders, 
those grown old in service, relate, of labor 
under weight of sleep and weariness in winter 
and summer’s simmering sweat, amidst offen- 
sive surroundings and with danger of disease 
and death threatening in every breath. 

In God’s name let our government, and cor- 
porations, and societies, and business firms be 
charitable, but not by pauperizing the bene- 
ficiaries, and in a spirit of commercialism en- 
gage in the purchase of medical services as 
they would material commodities at wholesale 
rates, with trade discounts. 


And the physician who takes part in this 
game, what of him? It is not the small salary, 
but the perquisites that attracts him. A page 
from my own experience will show how the 
scheme works out. Some time since the Board 
of Police Surgeons of this city were unable to 
transact business because of the resignation 
of one and the absence of another from the 
city, and I accepted a temporary appointment 
to supply the needed member of the board. I 
served some six or seven weeks, during which 
I performed the duties of two surgeons, and 
on my list of patients today are at least ten 
families whose patronage I secured through 
that connection in so short a time. Locally 
they belonge:! to other physicians (without 
salaries) engaged in regular practice. I would 
never have met them but for my free treat- 
ment of the head of the house. 

So you see, gentlemen, that, commercially 
speaking, these appointments with insignifi- 
cant salaries, in charitable guise, provide the 
means of advertising and soliciting profes- 
sional practice at variance with our ethics and 
unfair to our brother practitioners, who devote 
their time and service to professional practice 
in a professional way. 

Another feature of violation of our regula- 
tions is becoming daily more offensive, and 
that is, the reception and treatment of non- 
indigents at our dispensaries, where the cer- 
tificates mentioned by Sections 1 and 2, of 
Article 13, of our regulations are not required 
by the physicians in attendance. 

Thousands of patients, able to pay for medi- 
cal service, are also drawn from the general 
field by this means, and the “family trade’ is 
also cultivated. 

Another significant incident and I am 
through. At the Government Printing Office 
has been established a regular hospital service, 
with salaried physicians, trained nurse, and 
one of the finest and best equipped operating 
rooms in the city. What is the necessity for 
this when Sibley Hospital is within two 
squares and Casualty Hospital about six 
squares ? 


‘4 
q 
1 
| 
] 
‘| 
| 
| 
i 
4 
a 
| 


854 SOUTHERN MEDICAL JOURNAL. 


Emergency attention for jaccidents while 
awaiting the hospital ambulance might well 
be provided. But why this great detail? 

Let the other departments of the govern- 
ment follow suit, gentlemen, and where will 
be our field of practice? 

Only a few days back I was invited to 
co-operate in the organization of a society 
having for its object the providing of medical 
services for its members and families at bar- 
gain rates; $10 or $12 per year per family, 
I believe, is the contemplated cost for medical 
service and medicine, and the physician is to 
have a “salary,” perquisites and monopoly— 
likewise the druggist. 

The only difference in principle between 
their scheme and the District Commissioners’ 
police surgeon arrangement, and the private 
business firms medical contracts speaks in 
favor of the scheme, because it don’t actually 
pauperize the members and patients. 

If my brother practitioners, in the enjoy- 
ment of their salaries and perquisites, under 
their contract employments, are recognized as 
acting in accord with our ethics and laws, then 
I should be free to join and serve said organi- 
zation and any other similar scheme. 

Am I holier than my brethren? If this 
spirit of commercialism is permitted to flourish 
unchecked in our profession, we may well look 
forward to the opening of “Medical Depart- 
ments” in our department stores, where regu- 
lar licensed physicians and surgeons, members 
of our association, serving on salaries, will 
give consultations and prescriptions and _per- 
form surgical operations at cut rates, and 
wholesale prices for families, with occasional 
bargain day reductions; or perhaps including 
coupons to each patient for ribbons, canned 
beans, snuff, according to the value of the 
respective medical job. 

And why not also expect the formation of 
firms and companies of regular medical prac- 
titioners, whose business it will be to attend 
professionally patrons of some nickel-in-the- 
slot contrivance. 

To the commercially-spirited physician, will- 


ing to take advantage of the opportunities 
which can be opened up on these lines, there 
are untold bushels of nickles and dimes await- 
ing his pleasure and practice. For example, 
upon appropriate suggestion, arrangements 
could readily be made with enterprising deal- 
ers and advertisers by which, for instance, the 
manufacturer of a new “breakfast-food” could 
present the purchaser of one half-dozen of his 
preparation with a certificate entitling him to 
one treatment for hemorrhoids, and a brewer 
could include one examination of urine with 
each case of beer, and a cigar dealer one diag- 
nosis for tobacco heart with every box of 
cigars, an accouchment accompany a piano, 
and so on with the sausage-maker, the pickle 
man, the fish dealer and others ad infinitum. 
The physician could, of course, be employed 
on a salary basis with perquisites. And this 
would be only a slight advance, in keeping 
with our strenuous and hustling era, beyond 
the conditions already inaugurated which I 
have pointed out. 

And there is money in it, gentlemen—big 
money; on the same principle that a street 
car pays larger dividends than a carriage, a 
bar-room than a library. But if we are to 
leave the sacred precincts of ethics and enter 
the arena of commercilism, we shall indeed 
have to take a wide departure from long estab- 
lished, time-honored principles and practices, 
or we shall be left far behind in the race for 
graft, and shall have lowered our standard to 
no purpose. 

We must, first of all, absolutely discontinue 
our present practice of endeavoring to re- 
strict and curtail our field of work, and, if 
possible, close out our business, and instead 
bend all our enegries to enlarging the field 
and increasing our practice. 

In the field of commercialism we do not 
find the manufacture asking for reduction of 
tariff, the brewer for prohibition, the mer- 
chant for fewer articles of demand, etc., nor 
do we find the preacher praying for fewer 
church members, the lawyer aiding in restrict- 
ing litigation, the politician working for a 
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reduced constituency, or the schoolmaster for 
fewer scholars. Yet from time immemorial, 
day and night, unceasingly through the cen- 
turies, the medical profession has studied and 
toiled, and exerted every ability and energy, 
and sacrificed ease and health and life, to the 
end that plague, pestilence and disease might 
be eradicated from the earth. 

If we enter a house today, to attend one 
patient afflicted with a contagious or infectious 
disease, our first concern is directed towards 
rendering all the other inmates immune— 
thus protecting them from becoming probable 
patients. When indications of an epidemic of 
small pox, typhoid fever or other contagious 
disease is discovered, the medical profession 


- assists and co-operates with the health authori- 


ties in combating and stamping out—thus de- 
priving its practitioners of a fortune in fees. 
Why should not we hold our hands and fill 
our pockets? Commercially speaking, our 
method is poor policy and pays no dividends, 
and should not only be discontinued but re- 
versed, 


Ethically speaking, it is a mere matter of 
course, to be pursued to the death. The spirit 
of ethics is twin-sister to religion, the spirit 
of commercialism is cousin-german to the 
devil. Gentlemen, it seems to me, from the 
conditions already initiated and progressing, 
that we must make our choice quickly and 
firmly, as to which of these spirits shall domi- 
nate our professional lives and the conduct 
of this association. 

Of all the professions none other has shown 
greater heroism, has given better service to 
humanity, has maintained higher ideals, and 
required and paid more exacting observance of 
rules of morality and honor, and enjoyed more 
implicit confidence of mankind than the medi- 
cal profession. 

Let us, therefore, appreciating the honor 
and privilege of our profession, remain loyal 
to the traditions, the principles and the ethics 
of our high calling, even though in doing so 
we shall have to use the most drastic remedies 
to eliminate the insidious influences now 
attacking the probity of our noble institution. 


q 
| 
| 
| 
| 
| 
AR 


856 SOUTHERN MEDICAL JOURNAL. 


EDITORIAL 


TYPHOID CARRIERS. 


The time is present for the development of 
typhoid fever and it seems from present re- 
ports that it is abundantly appearing in var- 
ious parts of the United States, with unusual 
virulence in many sections. Do we seek the 
source of infection as thoroughly as we ought? 
Do we instruct the family or the attendants 
as faithfully, as tediously, as plainly as the 
dangers of the situation demand? Do we 
take the care with our own persons and our 
apparatus, especially thermometers, as rigor- 
ously as our knowledge of the facts demand ? 

The source of infection is usually supposed 
to be the milk or water or food. Often the 
suspicion is correct. Yet it should never es- 
cape us that there must be numberless ty- 
phoid carriers, individuals, who having had 
typhoid fever and recovered, have still some- 
where, in the gall-bladder or in a bone lesion 
with a discharging sinus, a culture bed in 
which there mature, and from which there 
escape in the feces, or the pus, great numbers 
of bacilli, often of exceedingly great virulence. 
They may then contaminate water or food, by 
the carrier’s contact with them, or by drain- 
age into the water supply, or be brought into 
our reach by flies. The typhoid carrier is 
more dangerous than the patient who has ty- 
phoid fever. He is likewise dangerous to a 
greater number of individuals. He is always 
dangerous. Going from place to place, or 
serving one family and then another, the car- 
rier may innocently infect great numbers of 
unsuspecting people. The presence of a 
sinus following typhoid ought to be presum- 


able evidence that its is due to typhoid in- 
fection in pure or mixed culture, and the fact 
that pus discharges from the sinus, conform- 
ing to the old, description of “good, laudable 
pus” is no argument against typhoid germs be- 
ing the cause. They may produce pus, un- 


associated with other micro-organisms, and the 
nature of pus cannot be determined without 
the microscope and the culture tube. 

Many a cistern has been condemned, where 
a member of the family or a servant or a 
neighbor was the source of infection, and 
many a milkman has been discarded when the 
offender was much closer home. To be sure, 
these are to be investigated, hut a guess, how- 
ever often it may be necessary, is always in- 
conclusive, and definite proof alone will serve 
as a useful means in prevention. <A priori, it 
seems that if the profession could eliminate 
typhoid carriers, they would be well under way 
to greatly reduce or exterminate the disease. 


W. A. B. 


PELLAGRA. 


This disease has existed unrecognized in 
some of the institutions of the insane’in the 
South for twenty-five years. Since Dr, Bab- 
cock, of the South Carolina State Insane 
Asylum, first recognized the disease in 1907 
many cases have been observed and reported. 
It is a dreadful disease and it should now re- 
ceive the attention of the profession at large. 
Everyone should at once become familiar with 
the very characteristic symptoms. The di- 
arrhoea, the redness of the skin of the backs 
of the hands, face and neck, and tops of feet, 
followed later by a depreciation of the mental 
faculties, constitute the prominent symptoms. 

The diarrhoea usually precedes and accom- 
panies the skin manifestation. The skin first 
becomes red with distinct lines of demarka- 
tion, and the redness may extend up to the 
wrists or further, even to the elbow, up to 
the ankles and even up to the knees. The 
cheeks and sides of the neck are usually red, 
and the eyes may become red and inflamed. 
Large blisters may develop on any of the 
affected parts and the parts may become wet, 
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weeping areas. The mucous membrane of the 
mouth becomes highly inflamed and the tongue 
ulcerated in advanced cases. 

Another very characteristic feature is the 
time of occurrence and recurrence of the 
eruption of the skin which is early in the 
spring, when the sun begins to get hot; and 
the eruption lasts through the hot, bright 
summer months and recede and disappears 
as the cold weather approaches. 

Another marked sign is the exaggerated 
patellar reflex which is nearly always found 
present, 

The one question associated with the dis- 
sase which has troubled the investigators more 
than all others is the cause of the disease, and 
the mode of transmission. Pellagra has been 
known since 1735, careful researches have 
been made, and the concensus of opinion to- 
Cay is that the disease or condition is pro- 
duced by eating bad maize (our ordinary In- 
dian corn), and the strongest evidence is 
brought forwar cto prove it. However all 
this may be—my observation of fifteen cases 
inclines me to the opinion that the disease 
will be found to be a micro-organism—proto- 
zoan or otherwise, and that it may be trans- 
mitted from one to another. In an orphans 
asylum in Nashville one case developed in 
1906. There were four children of this fam- 
ily, the other three developed the disease later 
and twelve other children in the asylum com- 
ing from all sections of the South have de- 
veloped the disease since 1906, two of them 
now being in the advanced stage. The pro- 
visions use:l in this orphanage are the best 
the market affords. The corn meal used by 
this institution is obtained from the same mill 
which furnishes meal to the Tennessee Insane 
Asylum in which there is no Pellagra, even 
among the colored inmates, fifty odd of whom 
are women. It appears that corn meal couid 
not be the origin of these cases at the orphan- 
age. And again, the provisions used now at 
the orphanage are as goo:l in quality as they 
have ever been. 


It does appear that in this orphanage the 
disease has spread from one case or from one 
family. Cases of conjugal pellagra have also 
developed. 

The United States Government recognizes 
the condition in this country of such import- 
ance that it has detailed Dr. H. C. Lavinder 
for special service on the disease. Many cases 
have been recognized since he began his work 
two years ago. 

When we consider the 100,000 inhabitants 
in Italy affected with pellagra, it behooves this 
country now to be very watchful, and a 
thorough research should be instituted with 
reference to the disease itself and also with 
reference to the methods of harvesting, curing 
and shipping Western corn. J. M. K. 


PELLAGRA. 


The recent publications in the newspapers 
of Nashville that a group of cases of pellagra 
in a single orphan home, all of which have 
come up since the admission of two pupils, and 
the knowledge that there have been several 
hundred cases have appeared in the South in 
recent years should stimulate all physicians 
who have opportunity, to investigate cases 
coming under their supervision. The cause is 
not known, at least writers do not agree as 
to causation. It is said too that no adequate 
treatment has been discovered. So a new field 
for work arises with the appearance of pell- 
agra, and its problems must be solved; they 
should be solved by the men who see them 
most. By accurate observations and records, 
in writing—all of us forget unless we record— 
sufficient data will accummulate to aid in the 
solution of a pestilence the harm of which 
must not be at present estimable. 


The cases referred to above were reported 
in a paper by Dr. J. M. King, published in 
the Journal in November, 1¢08. 

W. A. B. 
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ABSTRACTS OF CURRENT LITERATURE 


MEDICINE. 


CHILDREN OF TUBERCULOSIS PARENTS. 

J. A. Miller and I. O. Woodruff, New York 
(Journal A. M. A., March 27), report the re- 
sults of a study of 150 children whose parents 
were under treatment at the Bellevue Hospital 
Tuberculosis Clinic. The children lived, for 
the most part, under unsanitary conditions and 
in close association with their parents, who 
were mostly in the advanced stage of tuber- 
culosis, Their ages varied from 2 to 15 years, 
averaging about 81-2 years. The authors 
found that 51 per cent of the 150 children 
showed unmistakable signs and symptoms of 
tuberculosis or had suspicious symptoms and 
reacted to tuberculin; 20 per cent were doubt- 
ful cases, showing suspicious symptoms, mal- 
nutrition, etc., but had not undergone the tu- 
berculin tests, or were apparently healthy but 
reacted to tuberculin; while 29 per cent were 
healthy. Th authors’ conclusions are summed 
up as follows: “(1) In the children of tuber- 
culosis parents, who live in close association 
with such parents, a large proportion (in our 
series 51 per cent) become affected with tu- 
berculosis. (2) The earliest manifestations of 
such tuberculosis are not found in the super- 
ficial glands or in the bones and joints, but in 
the lungs. (3) The physical signs of these 
early pulmonary lesions in children under ten 
years of age are very rarely those usually 
found in adults, but consist more often in the 
presence of persistent fine rales just without 
the midclavicular line in the fifth and sixth 
intercostal spaces. In other cases, in which 
persistent fine rales are present in varying por- 
tions of the chest, the diagnosis is doubtful, 
but they should be regarded with suspicion. 
(4) The tuberculin tests furnish the most re- 
liable means of diagnosis in children. Of 
these we regard the hypodermic test in doses 
up to 5 mg. as positively diagnostic. Of the 
local tests the cutaneous is more reliable in 
children than the ophthalmic and presents 


none of its possible dangers. Moreover, in 
our hands, it has been fully corroborated by 
the hypodermic test, and in consequence we re- 
gard it as a reliable and safe means of diag- 
nosis of tuberculosis in children. (5) Exami- 
nation of the sputum, as usually practiced, is 
of almost no aid in the diagnosis of early 
pulmonary tuberculosis in children. As a 
routine procedure it is not very feasible in 
dispensary practice. (6) Malnutrition is some- 
times the only appreciable evidence of tuber- 
culosis in children. (7) The presence of 
hypertrophied tonsils and adenoid growths in 
any child does not appear to incline the bal- 
ance in a suspected case toward a positive 
diagnosis of tuberculosis, In view, however, 
of the varying opinions held on this subject, 
further investigation along the lines of the 
bacteriology and pathology of this subject 
should be made. (8) In our cases the evi- 
dence that enlargement of the cervical lymph 
nodes is of aid as a determining factor in 
arriving at a diagnosis of tuberculosis in chil- 
dren is not conclusive.” 


HUMAN AND BOVINE TUBERCULOSIS. 

F. M. Pottenger, Monrovia, Cal. (Journal 
A. M. A., March 27), reviews the points of 
difference and resemblance between human 
and bovine tuberculosis bacilli, stating the 
opinions of others and giving the results of his 
own observations. He believes that we were 
warranted in assuming that these bacilli are 
not only different, but antagonistic, though 
originally from the parent stem. He makes 
a comparison between cowpox and smallpox, 
and believes that the same immunity can be 
conferred, though with greater danger, by 
children taking in bovine bacilli in small num- 
bers. His experience has taught him, if he in- 
terprets his observations correctly, that few pa- 
tients do equally well on treatment with both 
forms of bacilli; some are improved by one 
and irritated by the other. Pottenger consid- 
ers it fairly established that human and bovine 
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bacilli are different and that cattle can be im- 
munized against bovine bacilli by inoculation 
with moderate numbers of human bacilli 
Their resistance, however, can be overcome by 
overwhelming or prolonged infection. Hu- 
man beings are sometimes infected with bovine 
bacilli. Reasoning from all the facts, he con- 
cludes that the toxins of the two forms are 
different, but, judging from the reaction of the 
infection from the two types, it appears that 
both are able to produce tuberculosis in the 
human body, but that the localization of the 
two infections is more or less constant. It has 
been found that infections of the lungs, larynx 
and intestines are best treated by tuberculins 
as a rule made from bovine bacilli. These in- 
fections are most probably of human origin. 
Infections of the bones, glands (as a rule), 
peritoneum (with effusion), ear and genito-ur- 
inary tracts as a rule are best treated by tuber- 
culins made from human bacilli. These in- 
fections are probably produced by bacilli of 
bovine origin. Reasoning from the analogy, 
the fact that human bacilli will immunize cattle 
against infection with bovine bacilli would 
suggest that bovine bacilli might immunize 
human beings against human bacilli; and if 
our belief that tuberculosis of the bones is of 
bovine origin is true, and our observation that 
persons suffering from bone lesions rarely 
suffer from tuberculosis of the lungs is cor- 
rect, we have clinical evidence which supports 
the fact that immunity in human _ beings 
against human bacilli may be produced by in- 
fection with bacilli of the bovine type. 


THE OPSONIC INDEX. 

E. F. McCampbell, Columbus, Ohio, (Jour- 
nal A, M. A., March 27), publishes a descrip- 
tion of a method devised by himself which 
makes the determination of the opsonic index 
available to the general practitioner with lim- 
ited laboratory facilities. He incubates a cul- 
ture of the bacterium to be opsonized at 37 
degrees C. for from 18 to 24 hours, then 
washes it off with a small amount of sterile 
0.85 per cent. sodium chloride and 0.8 per cent 


sodium citrate solution. The bacterial emul- 
sion is drawn up to the mark 0.5, and then 
on up into the bulb of the leucocyte blood- 
counting pipette of a hemocytometer. The 
blood of a patient whose opsonic index is to 
be determined is then drawn up to the mark 
0.5, then on up into the bulb, where it is thor- 
oughly mixed with the bacterial emulsion. The 
sodium citrate in the bacterial emulsion pre- 
cipitates the calcium salts and prevents the 
coagulation of the blood which would occur 
without greater dilution with salt solution. 
When the materials have been mixed the solu- 
tions are blown into the capilary portion of 
the pipette and a strong rubber band placed 
over the ends lengthwise, thus practically 
sealing it. The pipette is now ready for in- 
cubation, which may be accomplished in a 
regular incubator at 37 C., or, if no incubator 
is available, the pipette may be incubated in 
the operator’s axilla. The pipette must be 
frequently rotated. After incubation for fif- 
teen minutes or any desired period the ma- 
terial is blown out on a slide, the smear made 
and stained with carbothionin blue or some 
other equally good blood stain. McCampbell 
says that experimental work suggests that 
the sodium citrate causes a slight reduction in 
the amount of phagocytosis, probably due to 
some slight effect on the opsonins. but he does 
not know whether this effect will be noted 
with all species of bacteria. By this method 
the index can be determined as quickly as 
an ordinary blood count can be made. Further 
results with it will be noted later. 


TUBERCLE BACILLI IN MILK, 

The results of a study of the incidence and 
type of tubercle bacilli in New York City milk 
and the health of the consumers are published 
by A. F. Hess, New York, in the Journal A. 
M. A., March 27. The samples were taken 
from the large forty-quart cans which consti- 
tute a large proportion of the municipal sur- 
ply and are often the same as the bottled milk. 
In 107 samples, or 16 per cent were found 
by inoculation tests on guinea pigs, to be tu- 
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berculosis, tubercle bacilli being found in the 
guinea pig on autopsy. Tubercle bacilli were 
not discovered by direct microscopic examina- 
tion, but only by animal inoculation ; cream as 
well as sediment, was found infective. Tu- 
bercle bacilli were also detected in a sample 
of “commercially pasteurized” milk, claimed to 
have been heated to 160 F. for 40- seconds. 
showing that this name is misleading and sug- 
gesting that only such milk be called ‘“pasteur- 
ized” as has been heated for a length of time 
and to a degree sufficient to insure its being a 
safe food. In all but one instance the bacilli 
found were of the bovine type. In the excep- 
tional case a human type was found, showing 
that human contamination of milk is possible 
and must be guarded against. A number of 
infants an: young children who drank milk 
containing tubercle bacilli, when examined one 
year later, seemed in average health. A fourth 
of the number, however, reacted to tuberculin, 
One of them was in poor physical condition 
and had suffered from a recent glandular af- 
fection. Probably 90 per cent of human tu- 
berculosis is due to infection from human be- 
ings, but we are not, therefore, justified in 
neglecting the danger from the bovine sources, 
as even a very small percentage from this 
cause means thousands of cases. As an imme- 
“tate safeguard, Hess recommends pasteuriz- 
ing or boiling all milk coming from tuberculin- 
tested cows. There should be a great many 
more inspectors of herds and finally all cows 
should be tested with tuberculin, and, if found 
reacting, should be condemned or isolated. 


St. Louis Medical Review, January, 1909, by 
J. W. Marchildon, M.D., “The Sero-Diag- 
nosis of Syphilis.” 


The author discusses in detail the tech- 
nique of the Wassermann reaction, its prac- 
tical results, and closes by summarizing as 
follows: The reaction is of value in all cases 
in which an ulcer has been present on the 
genitalia, the nature of which is not clear 
Within certain limits the negative reaction is 


valuable. If there is a tumor or an infection 
with symptoms, with a negative serum re- 
action, we can conclude that it is not syphi- 
litic, that it is not a gumma. If there is an 
acute exanthem, a skin lesion of some kind 
and a negative serum reaction, we can say 
that it is certainly not due to syphilis. 

In differential diagnosis of many cases, 
such as pseudoluctic rheumatism, syphilide 
about the nose, in pregnant women, with a 
suspicion of syphilis, it is important. 

The reaction is of value in the selection of a 
wet nurse and of nurse girls, in order to tell 
if syphilis has been present. It is being used 
in Germany as a routine procedure in the ex- 
amination of life insurance. 

It is of value in the diagnosis of diseases of 
the nose and throat, of the eye, in cases be- 
longing to internal medicine, and, in fact, 
whenever the question of syphilis comes up, 
even in consent to marry. Ws. L. 


Recent Studies in the Physiology and Path- 
ology of the Parathyroid Glands. (The Old 
Dominion Journal of Medicine and Surgery. 
Vol. VIII, No. 4, April 1909, by Wm. N. 

‘Berkeley, A.B., M.D.) 


The parathyroid glands in man average 
three or four in number, and are typically 
located, two on each side, in front of the 
vertebral column, just behind the rear mar- 
gins of the lateral lobes of the thyroid gland. 
They are apt to be in close relation with the 
terminal twigs of the inferior thyroid artery. 

The average size and shape of each gland 
is about that of a small grain of Indian corn. 
Its color is reddish yellow or reddish brown. 
It has a distinct capsule, over which a char- 
acteristic network of fine veins is distributed. 

The consistence of the glands is softer than 
that of a lymph-node of the same size, and 
rather harder than that of an equal mass of 
fat. Two theories are at present deserving 
of serious attention. The first may be briefly 
described as the hypothesis that the parathy- 
roid glands elaborate an antitoxic substance 
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which neutralized certain poisonous waste 
products of tisssue metabolism or an enzyme 
which facilitates the decomposition of such 
products. 


The second hypothesis is that the para- 


thyroid glands preside in some way over the 
calcium metabolism of the cells of the body, 
particularly of those of the nervous system, 
and that the excision of the glands causes a 
rapid disappearance of the soluble salts of 
calcium from the blood. There is a large 
mass of convincing evidence that tetany is 
analogous and owes its origin to disease of 
the parathyroid gland. 

Particularly in dogs the symptoms after 
parathyroidectomy strikingly resemble tetany. 

Paralysis agitans is possibly another disease 
which was advanced over four years ago as 
being in some way associated with the para- 
thyroids. 

parathyroidectomized animals the 
symptoms include rigidity, trembling, saliva- 
tion and forced movements, all of which are 
marked symptoms of paralysis agitans. These 
symptoms are sometimes associated with 
myxedema and exophthalmie goitre, which 
seems more in the phenomenon than coinci- 
dence, Autopsy findings on Parkinson’s dis- 
ease showed a definite degree of destructive 
sclerosis, whether enough to embarrass the 
function of the gland would be difficult to say. 

The therapeutical application of parathyroid 
glands have involved unusual difficulties. They 
may be successfully administered in several 
different ways, either as fresh gland, preserved 
gland, or nucleproteid solution. 

E. C. DeMoss, M.D. 


MALNUTRITION IN SCHOOL CHILDREN. 

The results of a study of the nutrition of 
school children in New York by E. M. Sill, 
of that city, are published in the Journal A. 
M. A., June 19. The children were all from 
the laboring and tenement house classes, and 
mainly of foreign parentage. Each one, after 
a careful physical examination, was weighed, 
a full history obtained from the mother 


through a train nurse interpreter. Anything 
like syphilis, tuberculosis, or other diseases 
which would have a bearing on the question 
was carefully noted. Then the following ques- 
tions were asked the mother: “What does. 
the child have for breakfast, for dinner, for 
supper? How many rooms have you?) How 
many in the family, including boarders? Do 
you keep your windows open at night to allow 
the circulation of fresh air, and air the house 
in the day time? When does the child go to 
bed? Does the child eat between . meals— 
candy, etc.? How often does the child get a 
tub bath? Is the child in a grade with chil- 
dren of its own age at school?’ From the 
answers to the questions it was found that 83 
per cent of these children practically depended 
for their diet on tea or coffee and bread. In 
the 210 families examined the average num- 
ber of rooms per family was 3, averaging 3,600 
cubic feet, and the average number in the 
family was 6, allowing only 600 cubic feet of 
air space for each person. Sixty-two per cent 
kept their windows closed; 50 per cent of the 
children ate betwéen meals and none went to 
bed before 8 o'clock and 76 per cent at 9 or 
after. They were all under ten years of age 
an‘ should have been to bed at 7, but 12 per 
cent remained up till 11. About half had a 
bath as often as once in three weeks, 22 per 
cent had a bath once in three months, and 4 
per cent had one once a year. They were all 
decidedly under normal weight. One thou- 
sand other children in the Jewish quarter 
were also examined and 40 per cent were 
found poorly nourished; 86 per cent had 
dental caries, and 90 per cent adenoids. Of 
the 210 patients examined in his own clinic, 
Sill found 75 per cent had enlarged cervical 
glands, and 55 per cent of those tested (101) 
with tuberculin gave a positive reaction. Prac- 
tically all had other defects than those from 
malnutrition, to detail which would take too 
long a paper. It was noticed that many of 
the children were in a condition in which they 
had no desire for good nourishing food, and 
indeed could not retain it because their stom- 
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achs had become so accustomed to the bread 
and tea or coffee diet. The mother would say 
that the child could not take what she was 
told was best for it. Thus the two most 
prominent causes for the malnutrition are the 
‘insufficient and improper nourishment and the 
bad housing, and while poverty is an impor- 
tant factor in malnutrition of children, ignor- 
ance on the part of the parents is a still more 
important one. Education of the mothers is 
needed most; it gives the best results, Sill 
quotes other authors and statistics and calcu- 
lates from these data that there are approxi- 
mately 1,472,895 ill-nourished school children 
in the cities of the United States, and esti- 
mates that the so-called stupidity or back- 
wardness of many children is simply the result 
of neglect and underfeeding. He points out 
the necessary results of such a condition and 
suggests a dietary which he has found to be 
most useful in such cases. A mixed diet is 
usually best taken, and it is surprising how 
rapidly these children improved and gained 
weight with no other medication than a simple 
iron tonic. A child, he says, is a valuable 
national asset, and it is a public duty to see 
that it is properly nourished and cared for. 


AMEBIC DYSENTERY. 

Granville S. Hanes, Lounsville, Ky. (Jour- 
nal A, M, A., June 19-, remarks that it was 
recently believed that amebic dysentery was 
purely a tropical disease or acquired only in 
those regions. A theory has been suggested 
that cases occurring in our climate are due to 
eating uncooked tropical fruits on which the 
ameba had been imported. There is no scien- 
tific evidence in the support of this theory and 
cases Occur in which its possibility can be ex- 
cluded. He and his partner, Dr. Mathews, 
have had half a dozen such cases under their 
care in the past few months, two of which 
are reported. In both of these the evidence 
was strongly in favor of impure drinking 
water as the cause. He thinks that amebas 
are indigenous in this country, but the less 
favorable environment than in the tropics 


renders them less in number and virulence, 
and the disease caused by them is conse- 
quently rarer and less severe. The diagnosis 


is always made with the microscope, and he 


does not rely on the examinations of the 
dejections alone, but inverts the patient and 
scrapes the ulcers with a sharp curette. In 
this way the amebas will be observed at once 
if they can be found at all. It may be difficult 
to find motile amebas while the patient is under 
actual treatment, and in such cases he dis- 
continues the treatment for a few days an¢ 
they appear again. Warming the stage is 
also an important measure in detecting them 
under the microscope. He is convinced that 
there are large numbers of people in this 
country suffering from unrecognized amebic 
dysentery, cancer or tuberculosis being the 
most usual diagnosis after the patient becomes 
emaciated. No one plan of treatment has 
been found universally successful and re- 
lapses are always to be anticipated as possible. 
When the interval, however, is a number of 
years, Hanes thinks we should consider re- 
infection as the possible cause. There is noth- 
ing that will prevent possible reinfection as 
long as the patient’s environment is un- 
changed. Too restricted diet, he thinks, is a 
great mistake in these cases, but rest is an 
important features in the treatment of the 
disease. Of remedies given internally, ipeca- 
cuanha is the most to be relied on. It does 
not perhaps kill the ameba, but it destroys the 
pathogenic power. A large number of para- 
siticide injections have been employed, but 
none is universally effective. Quinine has been 
largely used, but it is sometimes an absolute 
failure. Hanes has employed coal oil, know- 
ing its generally parasiticide effects. He at 
first employed it with great caution, but lat- 
terly has come to use it with boldness, and he 
now has no hesitancy in injecting a quart or 
more of undiluted coal oil through the rec- 
tum, or, in the cases of appendicostomy, 
through the appendix, the patient being then 
requested to keep the recumbent posture for 
half an hour or longer. He is not prepared 
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to make definite statements as to the influence 
of oil on the amebas, but expects to be able to 
do so in the future. All the patients in whom 
he has employed this treatment except two 
have responded beautifully. In the two cases 
mentioned he was not allowed to carry out 
the method in detail, and he has advised appen- 
dicostomy and will keep the patients under 
observation and report later on the results. 


GASTRIC SYMPTOMS OF ARTERIOSCLEROSIS. 

H. L. Akin, Omaha (Journal A. M, A., June 
5), discusses the frequency of this condition 
and gives the histories of some personal cases. 
He reviews the mechanism of the production 
of the symptoms as explained by Pal, Ortner 
and others, and states that in making a diag- 
nosis it is of the utmost importance not to be 
led astray by the patient’s complaints of indi- 
gestion, pain in the stomach, distention, and 
belching, and so neglect to make a careful 
physical examination. He emphasizes particu- 
larly the importance of examining the vas- 
cular system thoroughly. In treatment he 
advises a restricted diet, and states that in 
this, as in all other arteriosclerotic conditions 
the iodides are the most valuable drugs. 


SURGERY. 
CRANIAL SURGERY. 


C. H. Frazier, Philadelphia (Journal A. M. 
A., June 5), says that too much attention has 
hitherto been given to the mere operative 
technic. First taking up the subject of tri- 
geminal surgery, he says that in no other oper- 
ation on the central nervous system has a 
greater degree of perfection been reached or 
more satisfactory results been obtained. He 
rejects the less radical procedures as not en- 
suring against recurrence, and says that the 
element of danger does not justify at present 
the apprehension which still lingers in the 
minds of the profession. In his own series 
of twenty-three cases he has only lost one pa- 
tient, the sixth, and he has had no fatalities 
since 1905. He mentions the principal points 
of the technic, and says that the final step is 


the one that has provoked the most discussion. 
He himself performed the first operation, de- 
signedly dealing only with the sensory root 
at Spiller’s suggestion in 1907, and since then 
he has modified his technic only in exceptional 
cases. Division or avulsion of the sensory 
root insures as positively against the recur- 
renec of neuralgic attacks as does appendec- 
tomy against future appendicits. He speaks 
next of the changes in our ideas as regards 
cerebral concussion and contusion and of the 
blood pressure effects of cerebral trauma. He 
has found from repeated observations that 
papilledema, the pathogenesis of which is per- 
plexing, is of little importanve as a means 
of diagnosis or a guide to treatment. The 
third point to which he refers is the decom- 
pressive operation and its application in 
serous contusion of the brain. As so many 
cases recover, routine surgical intervention is 
unjustifiable, and he divides the cases into 
three groups, so far as the question of surgery 
is concerned: 1. Those in which damage to 
the brain is so great that they are necessarily 
fatal. 2. Those in which the symptoms at no 
time seem to threaten life, the patient may be 
unconscious for several days and then re- 
cover, perhaps with paralysis, which can be 
located and relieved. In this case, decom- 
pression operations are unnecessary. 3. Those 
in which, though at first apparently not des- 
perate, the patient’s condition becomes pro- 
gressively more serious. These are the cases 
in which decompression operations should be 
considered as life-saving. It remains to be de- 
cided whether the operation should be done 
in the temporal or subtentorial regions. 
Theoretically, the latter would be best, as 
nearest the vital centers. It is needless to say 
that when undertaken the operation should 
be performed without an anesthetic and as 
rapidly as possible. A skilled anesthetizer is 
always necessary when an anesthetic is used, 
and there should also be an assistant to ob- 
serve and record the blood pressure at fre- 
quent intervals. With these precautions we 
can be sure that the condition of the patient 
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is being carefully watched. For controlling 
hemorrhage Frazier has come to the conclu- 
sion that the old-fashioned Petit’s tourniquet 
is most satisfactory, The technic of the osteo- 
plastic flap is now nearly perfected. Speaking 
of operable and inoperable tumors, Frazier 
says that the operation has generally been 
postponed so long that there are few cases 
that are practically operable. An operable 
tumor must be accessible, that is, near the cor- 
tex and sufficiently well-defined to enable one 
to determine its limitations. The inoperable 
is a deep-seated or infiltrating growth. He 
lavs down certain rules for the surgery of the 
posterior fossa. Condensed as far as possible 
they are as follows: 1. Generally speaking, 
exploratory and decompressive operations in 
the posterior fossa are more risky to the pa- 
tien than those in any other part of the brain. 
A certain percentage of patients will die under 
the operation or later, or even when con- 
valescence seems established. 2. If, after ex- 
ploration, attempt is made to remove the tu- 
mor, the risks are increased, so much so that 
if the tumor is malignant or adherent, he con- 
sideres the attempt unjustifiable. There may 
be instances, of course, of encapsulated types 
of fibrosarcoma, or, of course, in the benign 
fibroma of the auditory nerve, when removal 
is feasible and may be curative. 3. The great 
majority of tumors are situated in the pontile 
angle. He has seen but one situated else- 
where. While skeptical as to the operability 
of tumors in this region, he is optimistic as 
regards decompressive operations. 5. Lumbar 
puncture, either for diagnosis or as a thera- 
peutic measure, shoul! never be resorted to, 
The number of fatalities from this procedure 
are enough to make it absolutely prohibited. 
He gives some details as regards the technic 
of subtentorial operations at some length. In 
the great majority of cases palliation is all 


that the surgeon can offer, but palliation in 
case of brain tumor means a great deal more 
than it usually implies when the term is used ; 
it means restoration or preservation of vision 
and relief from headache and vomiting, three 
symptoms which make the patient’s life un- 
en:lurable. The operation has a wide appli- 
cation and should not be reserved for tumors 
only. In his experience he has found that 
in the majority of cases exploratory opera- 
tions have been made before decompression, 
and generally speaking he wishes to enter a 
plea against resorting to decompression be- 
fore searching for the tumor. It is needless, 
he says, to emphasize the importance of early 
operation when localization is difficult or im- 
possible. Such delay may result in loss of 
vision. While the propriety of resorting to 
decompression in advanced cases, when the 
patient is already in a stupor, may be ques- 
tioned, as a rule the effects of decompression 
are so beneficial that its propriety should not 
be doubted if there is reasonable hope of the 
patient surviving the ordeal. There are ex- 
ceptions, however, to this rule. The term 
decompression implies not simple trephining, 
but the removal of a considerable portion of 
bone on one or both sides of the cranium; to- 
gether with the removal of the dura or the 
making of a crural incision therein. The ex- 
pectancy of life, if only for a year, be added 
by the operation, is of little value, but more 
may be expected. The use of decompression 
in other conditions than tumor has already 
been referred to, and Frazier, in concluding, 
mentions his expereince with the operation 
for epilepsy and says that while it is not time 
to speak of results he has always found that 
in the so-called idiopathic type without a sug- 
gestion of a focal lesion, there was, in a large 
percentage of cases some gross pathologic 
condition. 
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BOOKS 


BOOKS RECEIVED. 


Myomcta of the Uterus. By Howard A. Kelly, M.D., 


Professor of Gynecologic Surgery at Johns Hop- 
kins University; and Thomas S. Cullen, M.B., As- 
sociate in Gynecology at Johns Hopkins University. 
Large octavo of 700 pages, with 388 superb original 
illustrations by August Horn and Hermann Becker. 
Philadelphia and London. W. B. Saunders Com- 
pany, 1909. Cloth, $7.50 net; half morocco, $9.00 
net. 


Treatment of the Diseases of Children. By Charles 


Gilmore Kerley, M.D., Professor of Diseases of 
Children, New York Polyclinic Medical Sccool and 
Hospital, etc. Second revised edition. Octavo of 
629 pages, illustrated. Philadelphia and London: 
W.. B. Saunders Company, 1909. Cloth, $5.00 net; 
half morocco, $6.50 net. 


Bier’s Hyperemic Treatment in Surgery, Medicine 


and all the Specialties: A Manual of Its Practical 
Application. By Willy Meyer, M.D., Professor of 
Surgery at the New York Post-Graduate Medical 
School and Hospital; and Professor Dr. Victor 
Schmieden, Assistant to Professor Bier at Berlin 
University, Germany. Second Revised Edition. 
Octavo of 280 pages, illustrated. Philadelphia and 
London: W. B. Saunders Company, 19cg. Cloth, 
$3.00 net. 


The American Pocket Medical Dictionary. Edited by 


W. A. Newman Dorland, M.D.. editor “The Amer- 
ican Illustrated Medical Dictionary.” Sixth revised 
edition. 32mo of 5098 pages. Philadelphia and 
Lordon: W. B. Saunders Company, 1909. Flexible 
morocco, gold edges, $1.00 net; thumb indexed, 
$1.25, net. 


Diet in Health and Disease. By Julius Friedenwald, 


M.D., Professor of Diseases of the Storch in 
the College of Physicians and Surgeons, Baltimore; 
end John Ruhrah, M.D., Professor of Diseases of 
Children in the College of Physicians and Surgeons 
Baltimore. Third revised edition. Octavo of 764 
pages. Philadelphia and London: W. B. Saunders 
Company, 1909. Cloth, $4.00; half morocco, $5.50 
nex. 


REVIEWED. 


Jordan's General Bacteriology is a text-book 
that the medical student, the bacteriologist 
and practitioner alike should receive with 
open arms. It is written in a clear, crisp and 
concise manner, remarkably up-to-date, and, 
considering the first edition, is comparatively 
free from obscure passages and typographicai 
errors. The biographic references are selected 
after a definite plan, in which it cites the 


reader to subjects under actual investigation 
and to valuable summaries. The index is 
quite full, and especially commendable is the 
name index, so very often absent in Ameri- 
can text-books. The work is not intended to 
exhaustively discuss all the phases of bac- 
teriology and should not be so considered. 
It simply treats of the fundamental principles 
with emphasis on general rather than on spe- 
cial questions. 

Reference should be made in the next edi- 
tion to Rivas’ method of differentiating the 
bacillus coli communis from allied species. 

Dengue fever, a very important malady in 
many of our Southern States, is not even men- 
tioned in the text. 

An omission of the very common disease, 
viz: chicken pox (varicella) is also noted in 
the appendix on “Infectious Diseases of Un- 
known Causation.” 

Aside from the above criticisms, I heartily 
commend the work in every respect. The 
volume is well illustrated. Ws. L. 
Disorders of the Bladder, With Technique of 

Cystoscopy. By Follen Cabot, M.D. Pub- 

lished by E. B. Treat & Co., New York. 

It is to be regretted that Professor Cabot 
has not given us a more exhaustive work 
upon these very important diseases, as well as 
upon cystoscopy. Diseases of the bladder 
have not, until very recently, received the at- 
tention from melical writers to which they 
were entitled, and it was only through ad- 
vances made by the cystoscope that they could 
be properly classified and their pathology cor- 
rectly appreciated. The work is a timely one 
and should be read by all. It is not inten:led 
for the specialist solely, but for the general 
practitioner, who though not expected to be 
proficient in cystoscopy, is nevertheless re- 
quired to know the fundamentals of this im- 
portant and valuable means of diagnosis. 

Chapter one is especially valuable to the 
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general practitioner, for it teaches the funda- 
mentals in the examination and recording of 
data in diseases of this organ. The little book 
is full of practical matter, and with the excep- 
tion of a few typographical errors, is well 
printed. We hope to see a larger and more 
exhaustive treatise from the pen of Professor 
Cabot at some later date. es 


Marriage and Disease. By Professor H. Sena- 
tor and D. S. Kaminer, Berlin. Translated 
from the German by J. Dulberg. Published 
by Paul B. Hoeber, New York. 


This purposes to be but a condensed edition 
of a large manual on “Health and Disease in 
Relation to Marriage and the Married State,” 
by the same authors, which met with such 
marked approval by the medical profession, 
that the need for a condensed work which 
would be of the utmost interest to the general 
public, was urged upon the writers. That they 
have not worked in vain is to be seen upon 
every page, which literally teems with a mine 
of information of especial value to the public 
as well as to the doctor of medicine. 

The book is a compilation by several au- 
thors and is so well and so clearly written 
that criticism is well nigh impossible, though 
one reared in the South, and familiar with 
the negro, could not agree with all which has 
been said by Dr. Havelburg in his chapter 


on “Climate, Race and Nationality in Relation 
to Marriage.” In a foot note, page 92, he 
says: “It should be mentioned here that col- 
ored races drink very little, and that they 
secrete much less urine than Europeans, who 
endeavor to compensate by copious drinking 
the great loss of water they suffer through 
profuse sweating.” With this I am compelled 
to disagree, for surely Dr. Havelburg is not 
familiar with the Southern negro. That the 
drinking of large quantities of cold water 
“predisposes one to catch cold easily,” page 
93, is a dogmatic statement which surely lacks 
authority. 

The chapter on “Consanguinity in Mar- 
riage,” by Professor Kraus, is a masterly 
presentation of this subject, and one cannot 
help but admire the impartial manner in 
which it is discussed and agree with his con- 
clusions. There are many chapters of excel- 
lence and great worth to the profession and the 
public, but none should be more widely known 
than that of Professor Neisser, of Breslau, on 
“Gonorrheal Diseases in Relation to Mar- 
riage.” This chapter is especially full of prac- 
tical facts which should be common knowlédge 
and teems with suggestions, which, if fol- 
lowed and obeyed, would materially reduce 
the suffering of many innocent ones. I can- 
not commend the book too highly, for it is rich 
with the rare fruit of knowledge. 


» 


if 
if 
if d 
| 
| 
| 
| 
1 
i 
| 
| 
| 
- 
= 


& 


ADVERTISEMENTS—SOUTHERN MEDICAL JOURNAL. 


Electro-Therapy 


Many a physician has had the subject of elec- 
tro-therapy broached to him. He has been told 
that it is valuable, but how to apply it, well, 
that is another story which the salesman or 
manufacturer is unconcerned about. Now it 
stands to reason that, no matter how interest- 
ing the modality may be, if we do not know 
how and when to apply it, it will not be of in- 
terest to the profession. Another reason why 
many physicians have refrained from interest- 
ing themselves in the subject is, that manufac- 
turers have made the apparatus unnecessarily 
complicated. A wall plate equipped with the 
necessary apparatus for obtaining the galvanic 
and faradic current, and the cost of which does 
not exceed fifty dollars, including the necessary 
electrodes, will do as good work as the appara- 
tus costing twice or three times as much, and 
be far less confusing. A Carpentier-Deprez 
milliammeter, with double scale for both fine 
and coarse reading and a Gaiffe rheostat which 
is wear proof, and can be regulated to a 
quarter milliampere, is all that is required for 
the administration of galvanic currents. This 
temperature co-efficient of the rheostat being 
nill the applied voltage cannot change and the 
readings obtained on the milliammeter will be 
constant. 

The faradie coil designed to deliver a large 
current volume from either primary or second- 
ary (this being necessary to obtain results), and 
having the core made of the finest annealed Nor- 
way iron wire, same as is used in x-ray coils, 
the secondary being a large winding of low re- 
sistance, will therefore deliver its current at a 
greater potential than the coils usually used for 
this work. It must be equipped with pendulum 
vibrator with sliding weight for varying the 
number of interruptions. Also a so-called rib- 
bon vibrator, employing a thin steel ribbon un- 
der high tension is also to be included in the 
equipment. The faradic current must be con- 
trolled from the same rheostat, so as to avoid 
confusion, and one switch for the two vibrations 


and for the galvanic or primary and secondary 
galvanic should 


/ adie > equipment. The 
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No. 5 fills these 
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open _ face or 
closed case with 
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door. 
most attractive 
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THE WM. MEYER CO. 
Dept. R, Cambridge Bldg. — Chicago, III. 


The Catalogue of The Wm. Meyer Co. contains 
96 pages of electrical apparatus of interest to 
doctor. If it is electrical, they 
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“We Progress Through Change” 


ALLISON LINE” 


of physicians’ tables, chairs, cabinets and 
specialties show the “Progress’”’ we have made 
through years of constant improvement and 


“Change.” If your equipment is old-fashioned 
and out-of-date, you have failed to progress 
with the times and a “Change’”’ is due. 


Three things are essential to the successful practitioner of 


medicine—knowledge, self-confidence and the proper appli- 
ances. If you have the first two, we can supply the third. 


We are confident that we can supplement 
your skill and reduce your difficulties to 
a minimum. An examination of our cat- 
alogue will stow to the casual observer 
why the word “ALLISON” has become a 
synonym for the BEST. 


W. D. ALLISON CO. 


887 N. Alabama St. INDIANAPOLIS, IND. 
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